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As I reported in 1935,’ the normal cycle of menstruation in 
women can be influenced by follicular hormone. By the applica- 
tion of large doses of follicular hormone (at least 70,000 MU= 
one-quarter of the proliferative dose) the onset of menstruation 
can be postponed; thus we are able to produce artificial amenor- 
rhoea. The investigations were partly carried out on women 
who had to undergo gynaecological operations, which gave us 
the opportunity to assert that the absence of menstruation could 
be referred to an inhibition of the second generative phase. The 
follicular hormone produces degenerative changes in the corpus 
luteum, and hence a reduction in the production of progesterone, 
as is shown in the imperfect or absent transformation of the 
uterine mucosa. 

There are two possible explanations of the inhibition by 
follicular hormone: 

(1) The follicular hormone primarily inhibits the development 
of the corpus luteum; it inhibits the production of progesterone 
and hence the progestational phase of the uterine mucosa; or 

(2) The follicular hormone primarily inhibits the gonadotropic 
function of the anterior pituitary, i.e. the effect of prolan B, and, 
through this, as a secondary result, the development of the 
corpus luteum. 
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I believe that the second explanation is the correct one, which 
means that the inhibition of menstruation through the follicular 
hormone occurs by way of the anterior pituitary. I conclude 
this from the following fact: Among women in whom artificial 
amenorrhoea had been produced by follicular hormone I found 
increased excretion of prolan A in the urine. From the increased 
prolan A excretion I conclude that there must be an over- 
function of the anterior pituitary, for in cases of disappearance 
of ovarian function (amenorrhoea, castration) prolan A is ex- 
creted in an increased amount in the urine (B. Zondek*), and 
likewise the contents of gonadotropic hormone in: the pituitary 
glands of castrated animals is increased (H. M. Evans‘). In my 
opinion the increased prolan A excretion in artificial amenor- 
rhoea, produced by follicular hormone, can be explained only 
by the same process; i.e. by the over-function of the anterior 
pituitary. In this case, however, only an over-production of pro- 
lan A is brought about, while the production or the secretion of 
prolan B seems to be inhibited. Consequently, by follicular hor- 
mone we disturb the mechanism of the anterior pituitary in 
man in such a fashion that the secretion of prolan A is increased, 
while that of prolan B is inhibited. On the basis of these clinical 
observations I studied* the influence of a prolonged application 
of oestrone in animals (rats, chickens) and found that a partial 
elimination of the anterior pituitary function could be achieved 
by folliculin. Growth hormone and gonadotropic hormone are 
inhibited in such a way that eunuchoid dwarf rats or eunochoid 
dwarf chickens result. Not all hormonotropic active principles, 
however, are inhibited. Thus, for example, the thyrotropic and 
parathyrotropic hormones are not impaired in any way. On the 
contrary, these functions may be increased. The amount of 
gonadotropic hormone is not less in the pituitary glands of 
eunuchoid dwarf rats than in the control animals. This is proof 
that the production of gonadotropic hormone in animals is not 
inhibited by follicular hormone, but only the secretion of the 
produced hormone into the blood-stream. The follicular hor- 
mone, therefore, does not inhibit the mechanism of production 
but only the mechanism of secretion. 

The investigations show that the onset of menstruation can be 
postponed by follicular hormone, and that the inhibition occurs 
by way of the anterior pituitary. From this the question arises 
which réle the anterior pituitary plays in the onset of menstrual 
haemorrhage. To-day we know with certainty that follicular hor- 
mone is necessary for the growth of the uterine mucosa (first 
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generative phase), that the hormone of the corpus luteum pro- 
duces the conversion of the uterine mucosa, i.e. the progesta- 
tional phase (second generative phase), and that the elimination 
of the uterine mucosa induced by the haemorrhage: means the 
process of menstruation. What is the force which causes the 
haemorrhage ? From whence does the uterine mucosa suddenly 
receive the impulse to break down? The haemorrhage is pre- 
pared in the uterine mucosa, the capillaries fill up, round cells 
escape; all these indicate an active process. If, by preventing 
prolan B from being excreted by the anterior pituitary and there- 
by diminishing the progesterone production I am able to post- 
pone the haemorrhage, it is obvious that the pituitary gland, 
vice versa, is also able, by a special mechanism, to produce it. 

Starting from this consideration I studied the question 
whether it might be possible to produce the haemorrhagic effect, 
i.e. the menstruation-like effect, by means of gonadotropic hor- 
mone. A haemorrhage may be produced by all kinds of hypere- 
mizing measures, increasing the permeability of the capillaries to 
the red blood-cells. In such cases we find blood in the uterine 
cavity, also discharged into the vagina, but within the uterine 
mucosa itself none is to be found. We can only speak of a 
haemorrhagic menstruation-like effect, if considerable extra- 
vasations are to be found in the uterine mucosa, passing secon- 
darily into the cavum uteri. 

It seems to be necessary to differentiate between the two forms 
of haemorrhage, (1) the real; and (2) the spurious haemorrhage. 
In the real haemorrhage the blood is discharged primarily into the 
tissue of the uterine mucosa; it uproots the tissue of the mucous 
membrane, it breaks through the epithelium of the mucosa and 
secondarily enters the cavum uteri. The bleeding issues essen- 
tially from the deeper vessels of the uterine mucosa and origin- » 
ates in the rupture of the hyperaemic vessels: haemorrhage per 
rhexin. In the event of a spurious haemorrhage the blood essen- 
tially enters the cavum uteri by the passage of the erythrocytes 
from the superficial vessels (i.e. those lying directly beneath the 
epithelium of the mucosa): haemorrhage per diapedesin. But in 
the real haemorrhage within the uterine mucosa we are also 
obliged to differentiate between two forms: (a) the haemorrhage 
into the proliferatively developed mucosa, i.e. into a mucosa 
grown only under the influence of follicular hormone (first 
generative phase); this haemorrhage representing a pseudomen- 
struation; (b) the haemorrhage within the progestationally grown 
mucosa, consequently a mucosa upon which at first the follicular 
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hormone and then the corpus luteum have exerted their influence 
(first and second generative phases); this haemorrhage repre- 
senting a real menstruation. 

There are consequently the following sorts of haemorrhage: 

(1) Spurious pseudomenstruation. 

(2) Real pseudomenstruation. 

(3) Spurious menstruation. 

(4) Real menstruation. 

The mechanism of menstruation has been thoroughly studied 
in recent years. I quote the papers by Allen, Corner, Engle, 
Firor and Geiling, Hartmann, Kurzrock, Smith, Wilson, Zucker- 
mann, et al. The abundance of papers shows that the problem 
has not yet been solved. I take the knowledge of these papers 
for granted, and I am going to mention only those studies which 
take up the question whether and in how far the bleeding is of 
pituitary origin. In 1926 Allen was already able to demonstrate 
that in female monkeys haemorrhages can be produced by folli- 
cular hormone (pseudomenstruation). These findings have been 
confirmed by Hartmann, Firor, and Geiling.” The authors 
showed that the effect of the follicular hormone does not com- 
mence in the uterine mucosa, but in the anterior pituitary, which 
follows from the fact that folliculin does not produce any uterine 
bleeding in hypophysectomized animals. On the contrary, the 
authors succeed in producing a haemorrhage in hypophysec- 
tomized as well as in normal monkeys by injection of anterior 
pituitary extracts, or by implantation of fresh anterior pituitary 
tissue; from which they conclude that the haemorrhage is of 
pituitary origin, namely through a separate hormone of the 
anterior pituitary, the haemorrhagic effect being independent of 
the follicle-ripening and luteinizing hormone. Consequently a 
. third substance which causes the bleeding is assumed to be in 
the anterior pituitary.* 

In my opinion it is of importance that Hartmann, Firor, and 
Geiling, in spite of the bleeding from the uterus, could not ob- 


* After concluding my own paper I read that of L. Wilson and R. 
Kurzrok (American Journal of Obstetrics and Gynecology, June 1936, 
vol. xxili, p. 911). The authors treat the question whether and how far the 
menstrual mechanism of bleeding is of hypophyseal origin. They also put 
forward the hypothesis that there exists a special hypophyseal bleeding 
hormone, separate and distinct from the follicle-stimulating and luteinizing 
hormone. The actual onset of bleeding occurs when a certain concentration 
of bleeding hormone has been reached, providing its action is not inhibited 
by corpus luteum hormone. 
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serve the least macroscopic change in the uterus. The bleeding 
occurs earlier than the anatomical oestral changes (growth, 
oedema, congestion), i.e. before the termination of the prolifera- 
tive development. It seems that the authors could find only 
traces of blood in the vagina, for they call the presence of one 
or two red blood-cells in 0.1 centimetre of the lavage (vagina) 
positive. From the description of the experiments we may assume 
that we have to deal with a spurious bleeding due only to 
hyperemia and extravasation of red blood-cells without haemor- 
rhage within the uterine mucosa. The passing of several red 
blood-cells through the vessel wall can be caused by various 
congestive factors. Hartmann was in a position to demonstrate 
that bleeding from the uterus can be produced in monkeys 
by liver extract as well. Engle and Smith point out in their 
papers that the uterus of the monkey reacts readily by bleeding 
to the most varied non-specific substances. The investigations by 
Hartmann, Firor, and Geiling merely demonstrate that the 
anterior pituitary factor can produce a spurious bleeding from 
the uterus.* 

From the papers by Smith, Tyndale, and Engle’ it is 
evident that the anterior pituitary is neither of importance for 
pseudomenstruation nor for menstruation. In hypophysectomized 
monkeys (rhesus monkey), after I0 days’ treatment with 
400 to 500 RU of oestrone daily, proliferation of the uterine 
mucosa and a resultant pseudomenstrual! bleeding could be pro- 
duced. After 10 days’ preliminary treatment with oestrone and 
10 days’ after-treatment with 2 rabbit-units of progesterone 
daily a menstrual bleeding occurred on the third day after the 
cessation of the administration of hormone. From these investiga- 
tions we could conclude that menstruation is a process originating 
exclusively in ovarian hormones. The follicular hormone (oes- 
trone) causes the growth of the mucous membrane, the corpus 
luteum hormone (progesterone) causes the conversion of the 
mucous membrane, i.e. the progestational transformation, the 
cessation of progesterone production causes the breakdown of 
the mucous membrane, along with bleeding. And yet I am 
sceptical as to the elucidation of the problem of menstruation by 
the above. What is it that determines the duration of life of 
the corpus luteum, and thereby the duration of progesterone pro- 


* In the meantime these authors have revoked their suggestion of a 
third bleeding hormone originating in the pituitary. (Cf. Quart. Rev. Biol. 
(1937), xii, p. 85.) 
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duction? The bleeding of the uterine mucosa does not occur 
suddenly. It is led up to by stages, and I cannot imagine that 
this whole process should be only a passive one. I have, how- 
ever, the impression that active forces are effective here in pre- 
paring the discharge of the mucosa, and it seems without question 
that the pituitary gland is of importance as a regulating factor. 
It is most obvious that the reciprocal action between prolan A 
and B is of importance for the onset of menstruation. In man, 
as I demonstrated previously,’ prolan A is produced during the 
whole cycle, the production of prolan B not beginning until the 
follicle has ruptured. I can imagine that the new onset of the 
increased production of prolan A in the premenstrual phase 
(Zondek 1931*) and the special rise towards the end of this 
phase (as demonstrated by Kurzrok et al., in 1934°) may be re- 
sponsible for the menstrual bleeding; in other words, that the 
shifting of the ratio of prolan A to prolan B is of great import- 
: ance for the process of menstruation. Is is possible that the 
bleeding is not induced by the gonadotropic hormone itself, but 
by a special bleeding hormone, not identical with the follicle- 
ripening and luteinizing hormone. Yet the presence of a special 
bleeding substance cannot be looked upon as proved until we 
have succeeded in isolating the substance from prolan A and B. 
Later I shail refer once more to this point. 

I shall report in another place on investigations performed 
with humans in order to clarify the question how far the 
gonadotropic hormone is responsible for the menstrual bleeding. 
In this place only experimental investigations, dealing with the 
question whether it is possible to produce a real bleeding of the 
uterine mucosa by hormone treatment, will be reported. 

; Experiments on animals can but give us a hint for the clari- 
fying of the mechanism of menstruation. The problem can be 
investigated with exactness only in man. The results obtained 
j by investigations in monkeys cannot be applied directly to man. 
3 No doubt the sexual cycle in monkeys is very close to that in 

man; there are, however, fundamental differences of such a 

kind that we are not permitted to transfer the results obtained 
in monkeys to humans without any precaution. I am going to 
quote some instances : 


(a) We are informed by Hartmann, Westmann, ef al., that there are two 
different cycles in monkeys, a summer cycle without ovulation and corpus 
luteum formation, and a winter cycle with ovulation and corpus luteum 
formation. It is, consequently, only the winter cycle which has a course 
similar to that of man. Experiments to clarify the mechanism of bleeding 
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ought to be carried out only within the winter cycle of the monkey; this 
frequently cannot clearly be discerned from the publications. 

(b) The uterine vessels of the monkey, the function of which is of the 
greatest importance for the occurrence of the bleeding, react differently from 
those of the human. As I mentioned above, the uterine vessels of the monkey 
readily respond to the most varied non-specific substances by extravasation, 
which is not at all the case in man. The finding of blood in the vagina 
of the monkey does not tell us whether we have to deal with a real or a 
spurious uterine haemorrhage. For the purpose of clarifying the mechanism 
of menstruation we are entitled to use only the occurrence of a real 
haemorrhage. 

(c) The ovary of the monkey is relatively indifferent towards the gonado- 
tropic hormone, in contrast to that of all other animals. Engle!® could not 
produce the gonadotropic reaction in the ovary of the monkey either by 
prolan* or by prosylan, while the human ovary responds to prolan in a 
typical way. 


EXPERIMENTS 

As an experimental animal I chose the rabbit. The sexual 
cycle in the rabbit is quite different from that in humans. In 
the sexually mature animal only the first generative phase runs 
its course spontaneously, the second phase, however, i.e. the 
follicular rupture and the ensuing corpus luteum formation, are 
brought about only by coitus. The entire sexual cycle in the 
rabbit occurs without any bleeding within the uterine mucosa; 
there does not exist any bleeding mechanism at all. That is the 
reason why I chose the rabbit as an animal to experiment upon. 
I wished to see whether we could succeed in producing a 
haemorrhage in the uterine mucosa which does not occur under 
physiological conditions. Such an experiment, if successful, 
might perhaps permit of certain conclusions as to the mechanism 
of bleeding. I am going to give in advance the chief results of 
my investigations: indeed, we succeeded in producing, by intra- 
venous application of gonadotropic hormone, exceedingly strong, 
flat haemorrhages, uprooting the whole mucosa, with secondary 
perforation into the cavum uteri and with escape of blood into 
the vagina. The whole process takes place in the proliferatively 
grown mucosa, representing, consequently, a pseudomenstrual 
haemorrhage in the rabbit. As the variety of gonadotropic hor- 
mone does not make any difference herein, the haemorrhage in 


* T call prolan the gonadotropic hormone derived from pregnancy urine; 
I call prosylan the hormone derived from the anterior pituitary and the 
blood of pregnant mares. Detail cf. B. Zondek, ‘‘ Hormone d. Ovariums 
”” and edition, Springer, Wien, 1935, p. 263. 
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the mucosa may be produced by prolan as well as by prosylan.* 
The mode of application is of importance. The bleeding occurs 
exclusively after intravenous, not after subcutaneous, injection. 
Too small doses cause hyperaemia but no bleeding of the uterine 
mucosa; too large doses inhibit the bleeding, as I shall demon- 
strate later on. 

The investigations were carried out in 70 rabbits. It would 
take too much space to report on every single experiment. That 
is why I propose to describe in detail only some characteristic 
experiments. I worked with infantile and with sexually mature 
animals as well. The infantile animal is much more fit for the 
experiments than the mature one. I began the experiments by 
subcutaneously or intravenously injecting into infantile animals 
certain amounts of prolan. It instantly became clear that the 
subcutaneous application would not achieve its aim. The results 
of the experiments were best when the prolant was given over a 
period of 5 days and laparotomy was performed on the sixth day. 
If we gave daily 2, 5, 10, 20 or 50 units of prolan, consequently 
a total amount of I0, 25, 50, 100 or 250 RU, we could clearly 
demonstrate a proliferation in the uterine mucosa on the sixth 
day, and sometimes a more or less pronounced hyperaemia as 
well; never, however, a bleeding within the uterine mucosa. 
The best dosage was 100 RU of prolan or antex daily for 5 days, 
i.e. a total amount of 500 RU. The experiments carried out with 
this dosage in 13 rabbits showed positive results 11 times (i.e. 
in 84.8 per cent of the cases). 

Prolan is known to be able to produce the total sexual cycle '’ 


* JT used prolan derived from human pregnancy urine of the I.G.-Farben- 
industrie, and antex derived from the serum of pregnant mares from 
Lovens Kemiske Fabrik, Copenhagen. I wish to express my thanks in this 
place for the kind supply of these preparations. 


} The units are given according to the method used by me since the 
discovery of the gonadotropic hormone (July, 1925). One RU (rat unit) of 
the follicle-ripening hormone is that amount of hormone sufficient to pro- 
duce ripening of the follicle and oestrus in the course of 96 hours in in- 
fantile rats, 3 to 4 weeks of age, when applied in 6 injections. One 
RU of the luteinizing hormone is that amount of hormone sufficient to 
produce in the same test animal the formation of a corpus luteum. By 
the use of this method we are able to assert exactly the minutest amount 
of hormone sufficient to produce ripening of the follicle or corpus luteum 
formation in rats, and so we are able to indicate the amount of hormone 
contained in a certain source. In my opinion this is not possible if the 
method of authors working with the increase of weight of the ovaries is 
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in the rabbit. Prolan A, contained in prolan, mobilizes the 
folliculin in the ovary, and this latter, in its turn, causes the 
proliferation of the uterine mucosa; prolan B, contained in 
prolan, transforms the follicle into the corpus luteum; it mobi- 
lizes the progesterone production, and this latter, in its turn, 
transforms the mucosa progestationally. The present investiga- 
tions show that the uterine mucosa, following 5 days’ intravenous 
treatment with 100 RU of prolan, is mostly to be found in the 
state of proliferation, sometimes, however, in that of beginning, 
sometimes of complete progestational conversion. The degree 
of transformation may be quite different within the different parts 
of the same uterine cornu. Thus, for example, we may find in 
one portion only proliferation, while one centimetre above this 
site, however, a complete progestational transformation. In all 
our experiments we could constantly aver that the bleeding of 
the uterine mucosa occurs only in the proliferated portion. 
Never did we find a haemorrhage in the progestationally de- 
veloped parts, but only hyperemia. Here the vessels are more 
or less filled with blood, sometimes crammed, but the blood is 
never extravasated into the tissue. In the same section the 
degree of transformation can be different. Thus one half 
can be grown proliferatively, while the other is transformed 
progestationally. _The haemorrhage in such a case may be 
found in the same section only in the proliferated part, and 
is, however, absent in the part transformed progestationally. 
This indicates that the progestational transformation inhibits the 
mechanism of bleeding. The progestational transformation 
being only the consequence of the progesterone effect, it follows 
that the corpus luteum hormone and, furthermore, the anterior 
pituitary luteinizing hormone, exert an inhibitory influence upon 
the mechanism of bleeding. 

If we apply large doses of prolan (5 times 200 RU and more) 
the haemorrhagic effect in the uterine mucosa, as a rule, cannot 
be achieved. By these large doses of prolan the mu:vsa is 
quickly transformed progestationally and by this conver::«: the 
bleeding is inhibited. 





applied. This method may, indeed, be well used for qualitative work, but 
never for exact quantitative use. The increase in weight is but rarely pro- 
portional to the dose of gonadotropic hormone, and, in addition, we are 
able to bring about an increase in weight of the ovaries by impure prolan 
or by adding hen’s egg-protein, zinc-sulphate, and other substances. (Max- 
well, Bischoff, and others.) 
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If we carry out the same experiments as performed in the 
infantile animal in the mature one, a bleeding is very seldom 
achieved. Among Io experiments in full-grown rabbits only 
twice, i.e. in 20 per cent, could a haemorrhage in the uterine 
mucosa be produced, while we succeeded in producing the 
haemorrhage in the infantile animal in 84.6 per cent of the cases. 
The difference can be explained in the following way: the mature 
rabbit always has large follicles ready for rupture, in the folli- 
cular apparatus folliculin is continuously liberated, consequently 
the uterine mucosa is in a state of continuous proliferation. The 
mucosa having already developed, the prerequisite condition for 
the bleeding being already present, it is obvious that much 
smaller amounts of prolan must be used than in the infantile 
animal. In order to establish this I began with quite small doses 
of prolan. For 5 days the mature animal received 2 RU of 
prolan daily, given intravenously, without any haemorrhage 
occurring. I then increased the prolan doses up to 8 to 20 RU 
per day. Of 7 experiments we twice succeeded in producing a 
bleeding of the uterine mucosa, the total dose in the first experi- 
q ment being 50 RU of prolan, in the second 5 x 20=100 RU of 
i antex. Using the amounts of hormone found to be optimal in 

infantile rabbits, i.e. 100 RU daily over 5 days, bleeding could 

not be achieved. Still greater doses (5 times 200 or 5 times 500 

RU) were equally ineffective. The experiments demonstrate 

that the haemorrhagic effect in the full-grown rabbit must be 

achieved with smaller amounts of hormone than in the infantile 

one, the mature rabbit itself having a proliferatively developed 

mucosa. Such doses of hormone (500 RU) which cause only 

proliferation in the infantile rabbit in most cases on the 

sixth day. already cause a progestational conversion in the 

mature animal, whereby the haemorrhagic effect is inhibited. 

In the mature animal it is much more difficult to fix the dose 

of hormone necessary for the onset of the haemorrhage, while 

it can be achieved in the infantile animal. That is the reason 

why the infantile animal is more suitable for the present in- 
vestigations than is the mature one. 

By which process is the bleeding in the uterine mucosa 

4 caused, i.e. which factor causes the rupture of the maximally 

filled vessels of the uterus, so as to make the blood uproot the 

uterine mucosa? It was obvious to think of folliculin. Prolan A 

causes the ripening of the follicle in the infantile rabbit, 

the follicular hormone produced in the follicular apparatus de- 

velops the uterine mucosa, causes hyperaemia and might finally 
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produce the bleeding. ‘In order to confirm this, experiments 
with folliculin (oestrone) were carried out, in which the hormone 
was intravenously injected over a period of 5 days in 
increasing doses. Laparotomy was performed, in the same way 
as in the prolan experiment, on the sixth day. We can, indeed, 
produce hyperaemia by folliculin, and sometimes, though seldom, 
small circumscribed haemorrhages,’* but never can we produce 
the flat menstruation-like bleeding, uprooting the mucosa, 
following the application of prolan. Therewith we could demon- 
strate that oestrone does not produce the haemorrhagic effect. 
Doisy has pointed out the fact that the ovary produces oestradiol 
(dihydroxyoestrone), oestrone being only the form of discharge in 
the urine. Therefore we tried the haemorrhagic effect of oestra- 
diol* in rabbits in 3 series of experiments. We injected 2—4—I10 + 
corresponding to 100-200-500 MU of oestradiol in aqueous solu- 
tion during 5 days intravenously to infantile rabbits, the total 
dosage amounting to 500—1000-2500 MU respectively. Laparo- 
tomy was performed on the sixth day and did not reveal any 
haemorrhages in the uterine mucosa. 

The corpus luteum hormone is likewise without any influence ; 
on the contrary, progesterone inhibits the mechanism of bleeding 
in rabbits, as we could already state. 


TECHNIQUE OF INVESTIGATION 


Laparotomy is always performed on the sixth day with ether 
anaesthesia; in a series of experiments prolan was further 
injected, and laparotomy was again performed, in order to 
observe the continued effect. The cornua uteri, as a consequence 
of prolan treatment, were mostly enlarged and livid, so as to 
render it sometimes difficult to recognize the haemorrhages 
microscopically. 

But if at laparotomy the uterus is very cautiously lifted out, 
and held against a strong and uniform light, it becomes trans- 
parent, and we can frequently observe the bleeding in the tissue 
with the naked eye. These parts were subsequently extirpated. 
The lifting of the uterus must be carried out with great precaution, 
in order not to mechanically produce haemorrhages in the 
hyperaemic uterus by the pressure of the fingers. In the follow- 
ing some characteristic experiments may be described. 


* IT am indebted to Dr. M. Tausk of ‘‘Organon,’’ Oss (Netherlands), for 
the supply of oestradiol. 
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Experiment No. 1. 

R. 142. (1935.) Infantile female rabbit. Weight 1250 gr. From June gth to 
13th the animal received 100 rat-units of prolan per day intravenously, 
i.e. a total amount of 500 rat-units. On the June 14th laparotomy. The - 
uterus is enlarged, marked livid colour. A piece of 3 centimetres of the right 
cornu uteri is extirpated. The ovaries are large, contain follicles ready for 
rupture, and corpora lutea. 

The histological examination of the excised piece of the uterus shows that 
the uterine mucosa is in the phase of proliferation. The mucosa is 
thickened, contains numerous thrombi and extensive haemorrhages, flatly 
extended within the mucosa. In some places the haemorrhage uproots 
the tissue in such a way that only a solid hemorrhage is to be seen 
(cf. Figs. 1 and 2). Further prolan treatment; on the 15th, 17th and 
zoth June 200 rat-units respectively of prolan intravenously. 

24. VI. Second laparotomy, following the application of a total of 
1100 rat-units of prolan: The macroscopical picture is thoroughly changed. 
The uterus is, indeed, enlarged, but quite pale. The tip of the left cornu 
uteri is extirpated. 

Histologically a complete progestational conversion of the mucosa is 
found in which no haemorrhage at all can be seen. The picture is completely 
different from that of the right cornu uteri, extirpated 10 days ago. 

Further prolan treatment, namely three times a week 200 rat-units of 
prolan intravenously. 

14. VII. The animal is killed, after having received a total amount 
of 3100 rat-units intravenously. The uterus is macroscopically thickened 

» and pale. Sections at various points of the still existing parts of the cornua 
uteri show a progestational conversion of the uterine mucosa without 
haemorrhages. In the mucosa in some places blood-pigment is to be seen. 
The ovaries are immensely enlarged, full of large follicles and lutein tissue. 
Weight 750 mg. Histological examination: Large cystic follicles, follicular 
haemotoma, luteinized follicles containing blood, corpora lutea, haemosi- 
derine from old haemorrhages. 

Result. By intravenous application of 500 rat-units of prolan in the 
course of 5 days we succeed in producing on the sixth day massive 
haemorrhages, flatly uprooting the mucosa in the proliferated uterine mucosa 
of the infantile rabbit. Upon further treatment with prolan the pro- 
liferated mucosa develops progestationally, haemorrhages no longer being 

' demonstrable. 
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Experiment No. 2. 

R. 150. Infantile female rabbit. Weight 1250 gr. From July 5th up 
to the 9th, 1935, the animal receives daily 100 rat-units of prolan intra- 
venously. First laparotomy on July 1oth, after administration of 500 rat- 
units. The uterus has the thickness of a note-book pencil and looks livid. 
The tip of the left cornu is extirpated for the length of 2 cm. The his- 
tological examination shows (Fig. 3): Enormous haemorrhage in the 
proliferated uterine mucosa. At the base of the mucosa the vessels are 
lacuna-like, enlarged, crammed with erythrocytes, and partly thrombosed. 
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Only small pieces of the mucosa are free from haemorrhages. In one place 
the perforation of the blood into the cavum uteri can be seen. The ovaries 
contain blood-points and corpora lutea. 

Further treatment with prolan, namely, on July 1oth and 11th, 100 
rat-units intravenously. 

Second laparotomy on July 12th after administration of a total amount 
of 700 rat-units of prolan. The uterus has the same thickness as at the 
first laparotomy; it is, however, considerably paler. 

A piece of 1% cm. is extirpated from each cornu uteri. Histological 
examination: High degree hyperplasia of the musculature, complete pro- 
gestational conversion of the uterine mucosa, slight hyperaemia, no 
haemorrhage. Macroscopically the ovaries show involution, i.e. they look 
smaller than at the first laparotomy. 

Further treatment with prolan. On the 12th and 13th 100 rat-units 
intravenously. 

Third laparotomy on July 14th after administration of a total of goo rat- 
units of prolan. 

Uterus as at the second laparotomy. A piece of the right cornu uteri, 
above the bifurcation, is extirpated. Histological examination: Complete 
progestational conversion of the uterine mucosa, no hyperaemia, no hae- 
morrhage. ; ; 

Further treatment from July 14th to 2oth, namely too rat-units re- 
spectively of prolan intravenously. The animal received a total of 2800 
rat-units of prolan. On July 23rd and 24th the vaginal smear contains 
blood. 

The animal was killed on August 2nd, 1935. Histological examination of 
the remaining part of the uterus: The progestational conversion is found 
clearly to be in the state of involution, that means the villi are much 
less ramified than in the second and third laparotomies. The ovaries do not 
contain any more fresh corpora lutea, but only corpora lutea in a state 
of involution and old follicular haematoma in the state of organization. 

Result. By 5 days’ intravenous prolan treatment with a total amount 
of 500 rat-units of prolan we succeed in producing an extraordinarily strong 
bleeding within the proliferated mucosa, infiltrating the mucous membrane. 
The effect is still more intense than in the first case. Also in this case by 
further treatment with prolan the uterine mucosa is transformed pro- 
gestationally. In the progestationally transformed mucosa a haemorrhage 
can no longer be demonstrated. Furthermore, the fact must be mentioned 
that by prolonged prolan treatment the gonadotropic effect in the ovary 
and in the uterus as well is reduced. The ovaries become smaller, fresh 
corpora lutea are not formed, and the villi of the uterine mucosa show involu- 
tion as well. 


Experiment No. 3. 
R. 175. Infantile female rabbit. Weight 1150 gr. The animal received 
on the 17th and 18th of August, 1935, 100 rat-units of prolan intravenously. 
Laparotomy on the sixth day of experiment (August 22nd): Uterus 
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livid. In both the cornua, in transparent light, hemorrhage to be seen 
macroscopically, which was afterwards confirmed by histological examina- 
tion. 

The preparations (Fig. 4) demonstrate in a very instructive manner the 
haemorrhage within the mucous membrane and the perforation of the blood 
into the uterine cavity in those places which are deprived of the mucous 
membrane (a—-b). Likewise there is perforation of blood through tears of 
the epithelium of the mucous membrane (c and d). The epithelium is of 
varying character, in the picture on the left (top) (f) from cuboidal to 
cylindrical, on the right (e) of a high type with several layers of nuclei. 
In the lumen erythrocytes, desquamated epithelia and some giant-cells. 


Experiment No. 4. 


R. 151. Infantile female rabbit. Weight 1350 gr. The animal received 
from the 5th up to the oth of July, 1935, daily 250 rat-units of prolan 
intravenously. First laparotomy on July roth, after application of a total 
of 1250 rat-units of prolan. The uterus is somewhat thickened, has a livid 
colour, especially at the top of the left cornu. This latter is extirpated. 
The examination shows progestational transformation of the second degree. 
In one villus not progestationally transformed the following picture is 
found: vessels strongly enlarged, and crammed with blood, diffuse tissue 
haemorrhages. 

Further treatment with prolan, namely on July roth and rth: 250 
rat-units respectively. 

Second laparotomy on July 12th, after administration of 1750 rat-units 
of prolan. Uterus enlarged, livid. The top of the right cornu is extirpated; 
in three villi progestational transformation of the uterine mucosa of the 
second and third degrees. In three non-converted villi a diffuse tissue 
haemorrhage is to be seen. In this haemorrhage every erythrocyte is 
separately to be seen. No doubt we have to deal with a haemorrhage per 
rhexin. 

Further treatment with prolan, namely on the 12th and 13th of July, 
250 rat-units. 

Third laparotomy on July 14th, after administration of 2250 rat-units of 
prolan. Uterus enlarged, no longer livid. 

A large piece of the left cornu is extirpated; marked hyperplasia of the 
uterine musculature. The progestational conversion of the mucous mem- 
brane is no longer as pronounced as at the second laparotomy, it is in 
the state of involution. In one non-converted villus a slight tissue haemor- 
rhage is found (Fig. 5) in which every erythrocyte can be recognized as 
such. 

In this case it is of interest that we find a high degree of epithelial 
hyperplasia together with the formation of giant-cells. In the general sketch 
(Fig. 5) this part is marked with a square. Applying high-power magnifica- 
tion (x 400) the following facts result: (Fig. 6) Epithelial masses adhering to 
the epithelium which covers the uterine cavity (a); somewhat towards the 
left from the centre a papillary formation with epithelial masses, the axial 
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stroma being cut in the longitudinal direction. Giant-cells adhering to the 
hyperplastic epithelium (b). A number of giant-cells project in the direc- 
tion of the lumen. Numerous very large giant-cells seem to lie free in the 
lumen (c). 

Result. In this case larger doses of prolan were administered, namely 
250 rat-units of prolan per day. Also in this case a mucosal haemorrhage has 
been achieved; it is, however, much less extensive than in the former 
experiment, in which only 100 rat-units of prolan had been given daily 
intravenously. It is worthy of notice that the haemorrhage is to be found 
only in those villi which are not progestationally transformed. As a 
secondary finding there is a high degree of epithelial hyperplasia of the 
mucosa, together with giant-cell formation. 


Experiment No. 5. 

R. 153. Infantile rabbit. Weight 1300 gr. The animal receives from the 
18th up to the 22nd of July, 1935, per day too rat-units of prolan intra- 
venously. 

First laparotomy on July 23rd, after administration of 500 rat-units: 
Uterus thick, livid. The entire left cornu was extirpated and cut in serial 
sections. The uterine mucosa is found in progestational conversion. The 
latter is not uniform in the different parts of the uterus, in some places less 
developed, in some already almost complete. The hyperaemia is likewise 
varying. In one piece of the uterus we find a large haematoma between 
muscularis interna and externa. Haemorrhage within the uterine mucosa 
is, however, absent. 

Further treatment with prolan. The animal received on the 23rd of 
July roo rat-units and on the 24th of July 200 rat-units intravenously. 

Second laparotomy on July 25th, 1935, administration of 800 rat-units 
of prolan. The uterus is thickened, but no longer as livid as at the first 
laparotomy. The tip of the right cornu is extirpated. Serial examinations 
make it evident that the mucosa no longer shows any progestational trans- 
formation. In contrast to this the hyperaemia is of high degree, and in 
several places extravascular haemorrhages penetrating the mucosa are to be 
seen. In the uterine cavity piles of erythrocytes and leucocytes. 

Result. In this experiment the uterine mucosa on the sixth day was 
in the state of progestational transformation, without any haemorrhage being 
present. Upon further prolan treatment not before the eighth day of ex- 
periment (after administration of a total of 800 rat-units) could bleeding be 
achieved. At this time the uterine mucosa did not Show any progestational 
transformation, but only proliferation. The difference in the findings of the 
sixth and eighth day can be explained as follows: Either the development 
of the uterine mucosa in the different cornua uteri was different (as we 
could frequently observe; cf. Exp. No. 6) or the uterine mucosa developed 
under further prolan treatment, in a retrogressive direction from the pro- 
_ gestational phase into the proliferative one. However that may be, in 
this case also the bleeding occurs only in the proliferatively grown mucosa. 
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Experiment No. 6. 

In the experiments described above prolan (derived from human preg- 
nancy urine) was used. Now I am going to describe an experiment in 
which gonadotropic hormone, derived from the serum of pregnant mares, 
was injected intravenously. It was antex from’ Lovens Kemiske Fabrik, 
Copenhagen, that we used. The preparation was titrated before the experi- 
ment and I designed as rat-units that quantity of antex which produced 
ripening of the follicle and oestrus in infantile rats. . 

R. 155. Infantile female rabbit. Weight 1200 gr. The animal received 
from the 18th up to the 22nd of July, 1935, daily 100 rat-units of antex 
intravenously. 

First laparotomy on July 23rd. The uterus is not considerably enlarged, 
but very livid. One piece of the left cornu, beginning directly above the 
bifurcation, is extirpated, the tip of the cornu (tubal part) being preserved. 
The piece of 4 cm. length is divided into three parts, and each part is 
separately examined. In two parts marked hyperaemia is found, enormous 
vessels in the parametrium and considerable haemorrhages within the uterine 
mucosa. In the third part the penetration of the blood from the mucosa 
into the uterine cavity can be seen. 

The histological picture is very similar to that in experiment No. 3 
(cf. Fig. 4). ' 

Further treatment with prosylan, namely, on July 23rd and 24th, 100 
rat-units of antex intravenously. 

Second laparotomy on July 25th, after use of a total of 700 rat- 
units of antex. The uterus is hyperplastic, dark-blue. The tip of the 
left cornu, having been preserved before, is now extirpated. The mucous 
membrane shows complete progestational transformation with hyperaemia, 
but without any bleeding. 

Three days later the animal was killed. Autopsy on July 28th, 1935. The 
right cornu looks quite different from the left one at the former laparo- 
tomies. Progestational transformation cannot be proved any more. It 
may be that involution has already commenced, or that the right cornu 
did not develop in the same way as the left one. I could frequently observe 
(cf. Exp. 4 and 5), that in the same uterus, even within the same cornu, 
different phases of development can be present; in one place nothing but 
proliferation, in the neighbourhood progestational transformation. That 
in this case bleeding into the uterine cavity occurred, may be made out 
from the fact that we found a haematoma in the vagina during autopsy 
(ck. Bag:-4); 

Result. The experiment shows that we can produce a haemorrhage of 
the uterine mucosa in rabbits by administration of gonadotropic hormone, 
derived from the serum of pregnant mares (prosylan; we used antex) in the 
same way as it is possible by gonadotropic hormone, derived from human 
pregnancy urine (prolan). 

In the following, two experiments in sexually mature rabbits may be 
reported : 
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Fic. 1 R. 142 ( x 50) 


Uterus of an infantile rabbit after 5 days’ intravenous treatment with 

1oo R.U. of prolan daily (total amount: 500 R.U.). The general sketch 

shows the extensive haemorrhage, flatly uprooting the mucous membrane. 
The haemorrhage is dark red. 
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Fic. 2 R. 142 PART OF THE MUCOUS MEMBRANE OF FIG. 1 
HIGH-POWER MAGNIFICATION ( x 400) 


Uterine mucosa with strongly dilatated vessels crammed with erythrocytes. 
Extensive haemorrhages in which the single erythrocytes can be distinctly 
recognized. On the right (top) a gland. 

















FIG. 3 R. 150 ( x 400) 

Uterus of an infantile rabbit after 3 days’ intravenous treatment with 
100 R.U. of prolan daily (total amount: 500 R.U.). Laparotomy on the 
sixth day of experiment. High degree of diffuse hyperaemia, vessels 
extremely enlarged, crammed with erythrocytes. The sub-epithelial vesse!s, 
together with the neighbouring epithelium, are frequently torn (a-e); in (a) 
a piece of epithelium is turned over; in (b) we find a cleft in the epithelium, 
probably a slight fissure; in (c) there is an erythrocyte in the space of the 
cleft; in (d) one end of the fracture has shifted in the direction of the lumen; 
in (e) there is a somewhat larger epithelial defect from which erythrocytes 
are passing into the cavum. A small, broken fragment (f) still sticks with 
one end to the epithelial cover. The lateral epithelial fragment (g) belongs 
to the place of defect (e) according to its size; it has been detached into the 
cavum by the pressure of the blood. In the mucous membrane there are 
eosinophile leucocytes scattered. about, 
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Fic. 4 R. 175 ( x 400) 
Uterus of an infantile rabbit after 2 days’ intravenous treatment with 
100 R.U. of prolan daily. Escape of blood into the uterine cavity. In the 
lumen erythrocytes and desquammated epithelia, on the left a giant-cell. 
The passing of blood is to be seen in those places of the mucous membrane 
which are deprived from epithelium, as well as in ruptures of the epithelium 
(c) and (d). On the left (top), (f), the epithelium is from cuboidal to 
cylindrical; on the right (e) of high type with several layers of nuclei, 
extensive flat epithelial defects (a-b); in the corner (a) a completely 
denudated mucosa, 























FIG. 5 R. 451 ( x 100) 


Uterus of an infantile rabbit after 9 days’ treatment with 250 R.U. of prolan 

daily (total amount: 2,250 R.U.). The uterine mucosa, having previously 

been in the state of progestational transformation, has developed regressively 

in such a fashion that the formation of villi is but rare. In one 

untransformed villus, slight tissue haemorrhage. In the part marked by a 
square, high degree epithelial hyperplasia with giant-cells. 
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Fic. 6. THE PART MARKED BY A SQUARE IN FIG. 5 ( x 400) 
High degree epithelial hyperplasia with giant-cell formation. Above masses 
of epithelium at the epithelial cover of the uterine cavity (a); somewhat to 
the left from the centre a papillary formation with epithelial masses, the 
axial stroma being cut in the longitudinal direction. Giant-cells sticking to 
the hyperplastical epithelium (b). Numerous very large giant-cells seem to 
lie free in the lumen (c), torn away by their weight (?) or still pedicularly 
hanging down (?). 
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Fic. 7 R. 155 ( x 100) 
Haemorrhage in the vagina of an infantile rabbit after intravenous 
application of a total of 700 R.U. of Antex. eleventh day of experiment. 








Fic. 8 R. 185 ( x 100) 
Uterine mucosa of a sexually mature rabbit after 5 days’ intravenous 
treatment with 100 R.U. of prolan. Progestational transformation, high 
dezree hyperaemia. No haemorrhage 
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Experiment No. 7. 


R. 179, mature animal. The animal received from August 21st up to 
25th, 1935, daily 20 rat-units of antex intravenously. 

Laparotomy on August 27th, after administration of 100 rat-units of 
antex. Uterus thickened, livid colour. Macroscopically in the right cornu 
a haemorrhage, about the centre of the cornu, can be seen. Extirpation 
of the right cornu. The mucous membrane is in the state of proliferation, 
haemorrhages within the mucosa together with escape of blood into the 
uterine cavity. 

Result. An experiment in a sexually mature animal is described, in 
which, by administration of small amounts (a total of 100 rat-units) of 
gonadotropic hormone, we succeed in producing a haemorrhage in the uterine 
mucosa with escape of blood into the uterine cavity (the endometrium being 
in the state of proliferation). 


Experiment No. 8. 

R. 185, mature animal. In this case, before beginning the experiment, 
we carried out laparotomy and the tip of the left cornu uteri was extirpated. 
The mucous membrane is found in a state of proliferation, the vessels are 
not filled up, consequently no hyperaemia. 

From the 27th up to the 31st of August, 1935, the animal received per 
day 100 rat-units of prolan intravenously. On the sixth day of experiment 
the animal is killed. 

Uterus enlarged, livid colour. The mucous membrane is in-a state of 
progestational transformation, having undergone different stages in the 
different parts. Some parts are very strongly hyperaemic, but in no case 
does bleeding occur. Such a villus is reproduced (cf. Fig. 8) in order to 
show that in the state of progestational transformation, in spite of great 
hyperaemia, tissue haemorrhages will not occur. 

Result. In the sexually mature animal the bleeding dose of an 
infantile animal leads to a progestational transformation of the uterine 
mucosa, together with high degree of hyperaemia, but not to tissue 
haemorrhages. It is noteworthy that in spite of most pronounced hyperaemia 
the vessels do not rupture. 


DISCUSSION 


The present investigations demonstrate that through gonado- 
tropic hormone a massive haemorrhage, uprooting of the mucous 
membrane can be produced in the uterus of the rabbit. The 
blood penetrates the uterine mucosa, escapes into the uterine 
cavity and, finally, into the vagina. By gonadotropic hormone, 
consequently, we can produce a bleeding similar to the men- 
struation of women (cf. Figs 1 and 2). The difference is 
that in women the bleeding comes from the progestational 
_ mucosa, while in the rabbit we have to deal with a bleeding 

within the proliferative mucous membrane, Consequently, we 
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produce, by the gonadotropic hormone in the rabbit a real 
pseudomenstruation.* I once more lay stress upon the fact 
that in rabbits the genital cycle runs without haemorrhage under 
physiological conditions. If, however, we can experimentally 
succeed in producing a haemorrhage similar to the process in 
primates, it may be permissible to apply the bleeding mechanism 
of the rabbit to the human. As demonstrated before, we are 
able to produce the haemorrhage by the gonadotropic hor- 
mone derived from human pregnancy urine (prolan) as well as 
by that derived from the blood of pregnant mares (prosylan). 
There is, therefore, no difference between the gonadotropic 
hormone derived from different sources. The bleeding occurs 
only after intravenous injection and in a favourable dosage, as 
described before. 

The question left to be discussed is whether the gonadotropic 
hormone in itself produces the bleeding, i.e. whether there is a 
bleeding factor present in the gonadotropic hormone. In order 
to decide this question infantile rabbits were castrated; some 
days later follicular hormone (folliculin-menformon) was in- 
jected into the animals, and some minutes later prolan (both 
intravenously). The experiments were carried out over 5 days. 
Each animal received 5 times 100 MU of folliculin and 5 times 
too RU of prolan. On the sixth day of experiment the uteri were 
extirpated. The follicular hormone was used in order to pre- 
pare the mucous membrane in such a way that the gonadotropic 
hormone might have the chance to produce bleeding in the 
mucous membrane, previously caused to proliferate by folliculin. 
The experiments had a negative result. 

Thus there is a difference between the effect of the gonado- 
tropic hormone in the castrated animal and in the non-castrated 
one. The bleeding being produced by gonadotropic hormone 
only in the non-castrated animal, we have to assume that the 
bleeding occurs by way of the ovary. It was obvious to think 
of the follicular hormone as being the bleeding factor; but, as 
pointed out before, a haemorrhage of the mucosa cannot be 
produced by follicular hormone. We succeed, indeed, in pro- 
ducing slight circumscribed haemorrhages** sometimes, but 
never can we achieve these extensive haemorrhages, flatly up- 
rooting the mucous membrane and perforating through the epi- 


*It is only the bleeding mechanism that may be compared. The dis- 
charge of the uterine mucosa, as characteristic of human menstruation, 
never has been observed in the rabbit. 
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thelium of the mucosa by follicular hormone, as is possible by 
gonadotropic hormone. The corpus luteum hormone as the 
bleeding factor is out of question, since the present investigations 
show that the corpus luteum has the contrary effect, that it to 
say, inhibition of the bleeding. Since the two ovarian hormones— 
the follicular hormone and the corpus luteum hormone—do not 
cause the bleeding mechanism, it follows as a consequence that 
in the ovary there must be a third separate factor, unknown 
hitherto, which is of importance for the bleeding mechanism. 
I shall report thereupon in a later paper. 

Since the gonadotropic hormone mobilizes the bleeding factor 
in the ovary, the question must be discussed which substance 
within the gonadotropic hormone must be made responsible for 
this process. The luteinizing factor (prolan B) is out of question, 
bringing about luteinization and this latter, in its turn, inhibiting 
the bleeding. It is only the follicle-ripening hormone (prolan A) 
which must be taken into consideration, or a third factor, hitherto 
unknown, within the gonadotropic hormone. I am inclined to 
suppose that.the factor involving the liberation of the bleeding 
hormone is represented by prolan A. Applying these facts to 
the human, this assumption becomes more probable, the follicle- 
ripening hormone (prolan A) being known to be liberated in the 
anterior pituitary and excreted into the urine in an increased 
amount shortly before the onset of menstruation. As pointed 
out above, we suppose that the bleeding factor itself is of ovarian 
origin and not of hypophyseal. 

After 5 days’ intravenous treatment with gonadotropic hor- 
mone the degree of transformation of the mucous membrane in 
the same uterus may be quite different. In one section we 
may find proliferation, in another a partial progestational trans- 
formation, in a third a complete one. Such findings demon- 
strate that we must not judge changes in the uterine mucosa 
from a single histological section, but from a series of sections. 

We must state as a secondary finding that we are able to 
produce by gonadotropic hormone in the uterine mucosa of the 
rabbit a high degree of epithelial hyperplasia with giant-cell for- 
mation. Sometimes the epithelium of the mucosa sequestrates 
in some places in such a way as to denude the mucosa. 


SUMMARY 


1. The use of gonadotropic hormone produces within the 
proliferative uterine mucosa of the rabbit flat haemorrhages 
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uprooting the mucous membranes with penetration of the blood 
into the uterine cavity and escape of blood into the vagina. 

2. The bleeding is caused by the gonadotropic hormone 
derived from pregnancy urine (prolan) as well as by the gonado- 
tropic hormone derived from the blood of pregnant mares 
(prosylan). Consequently, the variety of the source does not 
play any réle. . 

3. The bleeding occurs only after intravenous injection of 
gonadotropic hormone. ; 

4. The haemorrhage is to be found in the proliferative, never 
in the progestational mucosa. 

5. The corpus luteum hormone, therefore, suppresses the 
bleeding from which we deduce that the luteininzing factor 
(prolan B) superior to the corpus luteum hormone, checks the 
bleeding. 

6. The gonadotropic hormone does not contain any bleeding 
factor. 

7. Since the gonadotropic hormone does not produce any 
uterine haemorrhages in castrated animals, we assume that it 
mobilizes a bleeding substance in the ovary; this substance, 
however, being neither the follicular hormone nor the corpus 
luteum hormone, as demonstrated by special experiments. From 
which we may conclude that the gonadotropic hormone 
mobilizes a third hormone, a bleeding substance, hitherto un- 
known, in the ovary. We shall report thereupon in a later paper. 

8. The fact that the luteinizing factor of the anterior 
pituitary exerts an inhibitory influence upon the process of 
bleeding leads us to the conclusion that it is either the follicle 
ripening hormone (prolan A) or another substance in the anterior 
pituitary, hitherto unknown, that mobilizes the bleeding sub- 
stance in the ovary; but most probably it is prolan A. 

g. As regards the dosage, a 5-days’ treatment with 100 RU 
of gonadotropic hormone daily proved to be most successful. 

10. In the sexually mature rabbit the haemorrhage is more 
difficult to obtain than in the infantile one. The doses applied 
are smaller for the following reason: The prerequisite condition 
for the haemorrhage is the proliferated uterine mucosa. In the 
infantile animal the development of the uterine mucosa must be 
led up to through gonadotropic hormone, while in the sexually 
mature animal there is always a proliferated mucosa present. A 
certain dose of hormone (prolan or prosylan) causing prolifera- 
tion in the infantile animal already achieves the progestational 
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conversion in the sexually mature one, and hence prevents the 
haemorrhage. 


11. The degree of transformation of the mucosa can be quite 


different in the various parts of the uterus after a 5-days’ use 


of 


gonadotropic hormone. Thus we find in one place a proli- 


ferated mucosa one centimetre above a partial progestational 
conversion, and in still another place a complete one. 


12. Sometimes, after a few days’ treatment with gonadotropic 


hormone, a high degree of epithelial hyperplasia with giant-cell 
formation is to be found in the uterine mucosa. 


_ 
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The Effect of Progesterone on the Metaplasia 
of the Uterine Epithelium of Rats injected 
with Oestrogens 


BY 


V. KoRENCHEVSKY, M.D., and K. Hatt, Ph.D., 
From the Lister Institute, London. 


THE oestrous or progestational changes produced in the sex 
organs of ovariectomized rats by injections of oestrogens alone, 
or in combination with progesterone, were described in our 
previous paper (Korenchevsky and Hall).* The metaplastic 
changes found in the uterine epithelium of some of these rats 
were sufficiently important to make further histological investi- 
gation necessary. These changes are described in the present 
paper. The interest of the results obtained lies in the fact that 
the metaplastic changes were produced in the short period of 
3 to 4 weeks with comparatively moderate doses of oestrogens, 
and that this pathological condition could be considerably 
decreased or, in most cases, completely prevented by the 
simultaneous administration of a moderate dose of progesterone. 


HISTORICAL. 


Pathological changes in the uterus of animals injected with 
oestrone or oestradiol, or their benzoate esters, have been 
described in rats by Selye, Thomson and Collip,? McEuen,* 
McEuen, Selye and Collip,* Grumbrecht,° Kaufmann and 
Steinkamm,* Cesa’; in mice by Lacassagne;* ° in guinea-pigs 
by Van Weering’® and Cesa; in rabbits by Lacassagne’™’ and 
Cesa; in monkeys by Overholser and Allen,’* Engle and Smith,** 
and Hisaw and Lendrum.”* 

In the experiments of these different workers the doses in- 
jected varied, but in all cases were not physiological, i.e. they 
were much larger than was necessary in order to obtain oestrous 
keratinization of the vaginal epithelium. Furthermore, the hor- 
mones were administered for comparatively long periods. For 
instance, McEuen, Selye and Collip injected into rats 30 y daily 
for 331 days; Lacassagne into rabbits up to 10,000 i.u. weekly 
during a period of 2} to 28 months. The changes obtained by 
different investigators varied in extent, but were similar in 
character. 
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The weakest changes obtained consisted of metaplasia of the 
columnar cells into squamous in a few places of the epithelial 
layer of the uterus in some of the injected animals. 

In severe cases, after prolonged injections of large doses, the 
epithelium lining the uterine mucosa could be completely 
changed into squamous stratified epithelium, with or without 
down growth of numerous finger-like buds into the stroma of 
the mucosa. Several cysts often develop in these metaplastic 
ingrowths. In some cases the squamous epithelium keratinizes 
and keratinous desquamated cells fill the lumen of the uterus 
and the cysts. All the workers except Lacassagne and Overholser 
and Allen found that the ingrowths of metaplastic epithelium 
did not penetrate into the myometrium, but were limited to the 
mucosa. Lacassagne **” in 1 rabbit and in 3 mice observed the 
epithelial ingrowths reaching through the myometrium up to 
the uterine serosa. As well as the changes in the epithelial 
layer, there was a general increase in the size of the uterus and 
hypertrophy of the myometrium and fibrous tissue. In severe 
cases the myometrium atrophies and is replaced by the greatly 
increased fibrous tissue: a general fibrosis of the uterine wall 
and the epithelial metaplastic ingrowths with the formation of 
cysts represents the chief picture of such uteri. Lacassagne 
defines the changes observed in some of his animals as ‘‘adeno- 
fibromyme’’ (rabbit) or ‘‘epithelioma pavimenteux epider- 
moide’’ (mice). Overholser and Allen define the changes ob- 
served in their important experiments on monkeys as precancer- 
ous or early cancer. The photographs presented are convincing 
and the diagnosis was confirmed by the pathologist, Prof. J. 
Ewing. 

Cesa and Hisaw and Lendrum found that the corpus luteum 
hormone administered simultaneously with oestrogens diminishes 
or, if sufficiently large doses are used, completely inhibits the 
pathological metaplasia of the uterine epithelium. Overholser 
and Allen added corpus luteum preparation (strength and quan- 
tity not stated) during the latter part of the oestrone injections, 
but in two monkeys early cancer or precancerous changes were 
still observed. 


TECHNIQUE. 

The experiments were performed on 27 rats divided into 4 
groups and injected subcutaneously with different doses of 
_hormones as indicated in the table. All the rats were ovariec- 

tomized a few days after weaning, i.e. before sexual maturity, 
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EFFECT OF OESTROGENS ALONE OR TOGETHER WITH PROGESTERONE. 





No. of rats with 





metaplasia 
Total no.  Pro- 
Doses of hormone injected ofrats nounced Weak 
Group and period of injections in group changes changes 





I Oestradiol 6 y daily or 30 y 3 times 


per week (21 days) ... .. ae 5 fe) o 
2 Oestrone or oestradiol 30 y daily (2 (21 
to 27 days) .. ss 12 5 I 


3 Oestrone 30 y daily (ax to 27 ‘days), 

but progesterone 400 y daily for 

last 4 days only Reh aes 3 I I 
4 Oestrone or oestradiol 30 y daily 4 + 

progesterone 400 y daily (21 to 

BORGRVED «Sos. cael. “na, ines © Eves 7 oO I 





and their final age was about 6 months. Oestrone and 
oestradiol (obtained from Professor A. Girard) and synthetic 
progesterone (through Professor W. Schoeller from Messrs. 
Schering Ltd.) were dissolved in sesame oil. Other details of 
the experiments on rats belonging to groups 2 and 4 (table of 
the present paper) can be obtained from our previous paper 
(Korenchevsky and Hall, see groups 6 and ro of the table, also 
p. 687).. Rats in groups 1 and 3 (present paper) were not 
included in our previous paper, but they were the litter-mates 
of some rats in groups 2 and 4. In order not to miss slight 
changes, one whole horn of the uterus of each rat was cut 
serially and sections from the other were also examined. The 
sections were stained with haematoxylin and eosin. 


HISTOLOGICAL RESULTS 


Occurrence of the Changes and the Effect of the Addition of 

Progesterone. 

As can be seen from the table, injections of 6 y of oestradiol 
daily or 30 y 3 times per week (group 1) failed to produce 
metaplasia in the uterine epithelium; 30 y of oestrone or oestra- 
diol injected daily, however, produced epithelial metaplasia in 
half of the rats injected (group 2). When these changes were 
observed in several places in the uterine epithelial layer, they 
are termed in the table and text ‘‘pronounced’’; when in only a 
few places ‘“‘weak’’. It can be seen from the table (group 2) that 
daily injections in most cases produced pronounced changes. 
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Fic. 3. 


Fic. 1. Spayed rat, injected daily with 30 y of oestrone for 21 days. 
Longitudinal section through mucosa of uterine horn. From left to right: 
Lumen of uterus; cylindrical uterine epithelium containing tiny metaplastic 
structures in places marked by arrows 1, 2, 3 and 5; stroma of mucosa 
with uterine glands, two of which (marked 4 and 6) show metaplastic 
epithelium. (x 45). 


Fic. 2. Spayed rat injected daily with 30 y of oestrone for 25 days. 
Epithelial metaplasia and growth starting from uterine gland, lower portioa 
of which is still normal. In the right and left top corners—normal uterine 
epithelium. (x 270). 


Fic. 3. The same rat. Cross-section of the uterine gland almost com- 
pletely solidified by stratification and metaplasia of epitheliupt In the 
centre a tiny canal remains (x 270). as 











Fic. 4. Spayed rat injected daily with 30 y of oestrone for 21 days. 
Spontaneous cure of epithelial metaplastic tumour-like structure by the 
liquefaction of the central portion. Growth originated from the uterine 
gland, the lower part of which contains normal epithelium. (x 270). 


Fic. 5. Spayed rat injected daily with 30 y of oestrone for 25 days. 
Metaplastic structure, protruding into the uterine lumen. The right side 
is covered by normal (dark) epithelium. Slight cellular reaction of stroma. 
(x 270). 














EFFECT OF PROGESTERONE AND OESTROGENS ON RATS 


Four hundred y of progesterone added during the last 4 days 
before killing the rats to the daily oestradiol injections did not 
affect the changes (group 3). When, however, both hormones 
were injected simultaneously from the beginning of the experi- 
ment metaplasia occurred in only 1 case, and that was of a very 
weak degree. 

The metaplastic effect of oestrogens on the uterme epithelium 
is, therefore, prevented by progesterone. 


DESCRIPTION OF THE CHANGES. 


The metaplasia starts in the epithelial layer, in pronounced 
cases in several places simultaneously (Fig. 1). Very often it 
starts in the uterine glands (Fig. 1 places marked by arrows 1, 
4, and 6; Figs. 2, 3, and 4). As can be seen especially clearly 
in Fig. 1, and as was shown in our previous paper (Koren- 
chevsky and Hall) under the influence of 30 y of oestrogens the 
uterine columnar epithelium becomes very high. It mostly 
consists of one row of cells which are in some places pseudo- 
stratified. Metaplasia starts by stratification of the epithelium 
into squamous cells of irregular form. The growth of the 
epithelioma-like formations proceeds from the basal cells of this 
stratified epithelium, while the upper rows become transformed 
into swollen cells, which have lost the haematoxylinophilic 
property characteristic of uterine epithelium and stain faintly 
with eosin. 

The metaplastic structures sometimes form tiny tumour-like 
protuberances into the uterine lumen or change the hollow 
uterine glands into solid cords with or without a tiny canal 
(Fig. 3) in the centre. The surrounding interstitial cells of the 
stroma of the mucosa show very little (Fig. 5) or no (Figs. 1 to 4) 
reaction. The metaplastic tumour-like structures are sharply 
separated from the neighbouring normal epithelium (Figs. 1, 2, 
4, and 5). Sometimes they grow beneath and lift up the normal 
columnar epithelium (Fig. 1, places 2 and 3; Fig. 5). After 
reaching the approximate size represented in Fig. 4, they cease to 
grow or disappear either by liquefaction and degeneration, 
usually starting from the centre (Fig. 4) or by being degenerated 
or pushed en bloc into the uterine lumen by the growth of the 
normal epithelium beneath them. 


POSSIBLE CLINICAL SIGNIFICANCE OF THE RESULTS. 


Nature of the Changes. 


‘ With the doses used the benign character of the changes is 
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obvious, since after reaching a certain size the metaplastic 
centres cease to grow, some of them undergoing spontaneous 
cure; they grow, not into the supporting stroma, but towards 
the lumen and they are sharply demarcated from the neigh- 
bouring normal epithelium and stroma. 

Champy,'* however, in his investigation of the uterus in 
women by the method of biopsy found similar pictures in 
precancerous changes of the cervix. On the evidence of Lacas- 
sagne, and Overholser and Allen, the benign changes, found by 
us and by some other workers, are liable to turn into a condition 
having some malignant features. For this it is only necessary 
to apply the oestrogenic hormones for a longer period of time 
and in larger doses. If this is so, then the initial benign char- 
acter of the changes cannot be considered as an innocent 
pathological condition, but rather as the initial stage of a possibly 
serious danger. This seems especially so when it is remembered 
that in our experiments pronounced ‘multi-centric metaplasia 
was obtained in about 50 per cent of the animals injected with 
30 y of oestrogens daily. According to Hain and Robson” this 
amount represents about g rat-units of oestrone. As the injections 
were made for 3 to 4 weeks only, this should be considered a 
moderate dose, yet metaplasia was nevertheless obtained. 


Effect of Progesterone. 

The use of insufficient doses of progesterone would explain 
the experimental cases in which the metaplasia was only de- 
creased and not completely prevented (i.e. one rat in our 
experiments; Cesa’s rats injected with smaller doses of pro- 
gesterone, 2 monkeys of Overholser and Allen). On the other 
hand the results of our experiments and those of Cesa on rats 
and of Hisaw and Lendrum on monkeys have shown that it 
is possible with sufficiently large doses of progesterone to 
prevent the metaplastic changes completely. This fact seems 
to be of the utmost importance from the clinical point of view. 


Resulting Indications for Therapy with Female Sex Hormones. 

The results obtained suggest that oestrogens should not be 
administered alone to ovariectomized women, who do not 
secrete their own corpus luteum hormone and in whom, there- 
fore, the pathological action of the oestrogens could not be 
neutralized in a natural way. In such cases simultaneous 
treatment with oestrogens and progesterone is indicated. 

Even in women with normally functioning ovaries, if assay 
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of the urine shows an increased amount of oestrogens, proges- 
terone administration should be a valuable preventive measure, 
provided there is no clinical consideration in the special case 
against progesterone treatment. 


Possible Relation to Pathogenesis of Cancer in Females. 

It is impossible at present to ascertain how much the over- 
secretion of oestrogens takes part in predisposing or causing 
cancer in females, or in the production of a more malignant 
growth of the tumours. The following facts suggest, however, 
that the oestrogens might be at least co-operative in the produc- 
tion of cancer in women (most probably in those cases in which 
an abnormally increased amount of these hormones was assayed 
in the patients). 

Large amounts of oestrogens were found in the blood of male 
and female cancer patients (Dingemanse, Freud, de Yongh and 
Lacquer,’’ Burrows, Cook, Roe and Warren,**) and in cancer 
tissue of men (Loewe, Raudenbusch and Voss’’). Several 
carcenogenic substances were found to possess oestrogenic pro- 
perties, i.e. there seems to be some relation between these 
two groups of substances (Cook, Dodds, Hewett and Lawson,” 
Dodds” ”). 

Removal of the ovaries markedly decreases, or, if performed 
soon after weaning, prevents the development of spontaneous 
cancer in mice normally showing a large percentage of cancer 
(Lathrop and Loeb,** Loeb,** Cori,?*> Murray”*). Thus in Cori’s 
experiments 100 mice, ovariectomized between 15 and 22 days of 
age, remained free from cancer, while tumours developed in 
78.5 per cent of the non-breeding controls and in about 94 per 
cent of all the breeding females. 

Since progesterone can prevent the development of meta- 
plastic changes in the uterine epithelium, and since ovariectomy in 
cancerous patients is an undesirable operation, an attempt might 
be made to investigate the possibility of influencing uterine and 
mammary cancer by progesterone treatment in those women in 
whom assay showed increased amounts of oestrogenic hormones. 
A preliminary experimental study of the problem is, however, 
absolutely necessary, since in breeding mice the incidence of 
cancer has been found to be much greater than in virgin non- 
breeding animals (Loeb, Cori, Murray). For example, the dif- 
ference in the respective percentage incidence in these two groups 
of mice was especially great in Murray’s experiments, being 80 
and 12 per cent. 
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SUMMARY. 


(1) Experiments were performed on 27 rats injected with 
oestrone or oestradiol, alone or in combination with progesterone. 

(2) Thirty y of oestrogens injected daily for 3 to 4 weeks 
were able to produce pronounced multicentric metaplasia of the 
uterine epithelium, while 3 injections per week did not produce 
this effect. 

(3) By the simultaneous daily injection of 400 y progesterone 
this metaplasia was completely prevented in all except one rat, 
in which the changes were much decreased. 

(4) The possible significance of these facts in the treatment of 
women with female sex hormones and in the pathogenesis of 
cancer is discussed. . 


Grants from the Medical Research Council and from the 
Lister Institute have enabled us to carry out this work, and to 
them our thanks are due. We wish to express our gratitude to 
Professor W. Schoeller and Messrs. Schering Ltd. for kindly 
supplying us with progesterone, and to Professor A. Girard for 
oestrone and oestradiol. 
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The Intra-abdominal Pressure in Pregnancy 
Newly Considered. 


BY 


“R. H. PARAMORE, F.R.C.S. (Eng.) 


THE MANOMETRIC OBSERVATIONS IN THE NON-PREGNANT. 


BEFORE discussing the manometric observations a word may be 
said on the research as a whole. This evolved rather than was 
-planned. It divided itself into three parts, progressing from 
phase to phase, the first and second, however, being separated 
by a period of indifference, and the latter two being intermingled. 
At the start, one did not know what one would find, where one 
would be led, to what conclusions one would come. I began 
with manometry. This lasted a year—from August 3Ist, 1933, 
to October 3rd, 1934. It indicated that the intra-abdominal 
pressure is increased in pregnancy. From various causes X-rays 
were little used during this period, and the results were not all 
good. Out of several trials, films that would serve, were obtained 
from only 3 cases—one of the non-pregnant, a well-developed 
nullipara; and two of pregnancy. The importance of obtaining 
radiograms as evidence, however, became insistently recognized ; 
and during the next phase, which began in 1935 and became 
intense in its autumn, manometric observations in pregnancy 
were made only for this purpose. The idea that the intra- 
abdominal pressure is usually increased in pregnancy was con- 
firmed. During the third phase, 1935 and 1936, the elevation of 
the diaphragm in pregnancy was considered. The chests in a 
whole series of women—in the non-pregnant, in patient with 
ovarian cysts, and at different periods of pregnancy—were 
X-rayed: films were obtained and the relative height of the 
diaphragm measured. Curiously enough, this directed attention 
to the volume of the blood—in ovarian cyst cases! It was during 
this period that the 2 cases of large ovarian cyst were examined, 
the findings being recorded on a cine-film. 

In this series of papers an attempt has been made to incor- 
porate the results of the several parts of the research in one 
whole. It was hoped to add something, gleaned from external 
sources, of the intra-thoracic pressure, which presumably is 
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related with the pressure within the abdomen; but so far the 
information required has not been-forthcoming. The condition 
in the non-pregnant is considered first, then. the condition in 
pregnancy. The relatively small elevation of the diaphragm in 
pregnancy and its meaning are next discussed, the state induced 
by ovarian cystic enlargement being considered last. The 2 cases 
fully examined appeared late, 1935 and 1936, and in any case 
their consideration comes at the end. 


THE RECTAL PRESSURE. 


In the past it has generally been believed that the pressure in 
the rectum in the erect posture suffices to support a column of 
water as high as the xiphisternum. I held that view myself, but 
it seems only true for people with full abdomen. In those in 
whom the abdomen is flat, the pressure does not do more than 
sustain a column of fluid, of specific gravity 1050, up to 2 or 3 
inches above the umbilicus—about two-thirds up the abdomen, 
and in terms of water the column would be but a little higher. 
This is so in young, healthy, active individuals. It is indicated 
by the following figures from 6 of the 9 cases in Table II.* 


TaBLe II. 





Pressure in rectum, patient standing 








Lowest Highest 
Number (cm.) (cm.) 

21 Second reading 24 oa 
23 21 _ 
24 19 25 
25 Third Fe 22 29 

Fourth _e,, 23 27 
26 21 —_ 
28 26 30 





From these figures, the rectal pressure, the patient standing, 
is taken as being 20 to 24 cm. of the fluid in question. 

The assessment is based on the lowest figures of the readings— 
manifestly, the important ones. It was easy to obtain high 
figures: patience often was necessary to get low ones—one had 
to wait until the pressure had settled down. Throughout the 


* The four Tables were published as an appendix to the Author’s paper 
on ‘‘The Manometer and the Method’’, in Vol. xliv, pp. 1056-1079 (1937). 
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research this was the aim. Many of the higher figures were due, 
probably, to faulty technique—to faulty position of the bag and 
even of the manometric zero, though the tone of the rectum and 
perhaps the mental state of the patient may at times have con- 
tributed. Thus, the first two readings of No. 25, an athletic 
young woman, both taken in November 1933, are considerably 
higher than the third and fourth readings taken in May and 
June 1934: technique doubtless had improved, though it must 
be admitted that at not one of these observations was the height 
of the pubic crest noted. 

The figures for the other 3 cases in Table II also are higher 
than this basal value of 20/24 cm. Here they are :— 


TABLE II. 





Pressure in rectum, patient standing 








Lowest Highest 
Number (cm.) (cm.) 
20 36 —_— 
22 27 — 
27 First reading 34 36 
Second ,, 34 36 
Third _,, 29 32 
Fourth ,, 34 40 


Fifth _,, 30 32 





Of these, the reading in the first (No. 20) can be rejected—it 
is greater than that for the gastric pressure (26/30), whereas in 
the non-pregnant the reverse is usually the case. Unfortunately, 
the two tubes were not in operation at the same time,'so serial read- 
ings could not be made. In the second case (No. 22) the figure 
for the rectal pressure may perhaps pass. It is, however, the 
same as that given for the gastric pressure, and when these figures 
are the same or nearly the same, the pressure values are usually 
higher (32/34 cm.—or more). Here, again, serial readings could 
not be made. In the third case (No. 27) the woman was short 
and had a full abdomen, which may explain the similarity of the 
rectal and gastric pressures and their higher values. But here an 
error has crept in, for the height of the upper border of the 
symphysis (of the pubic crest) is given as different in the first 
three readings, so that the zero of the manometer was not con- 
stant; while in the fourth and fifth readings the measurement is 
not given at all. 
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The importance of noting the height of the pubic crest—like 
some other details—was not appreciated at first. At the very 
beginning the machine had to be mastered, after that attention 
was paid to other points. My practice was to scribble the par- 
ticulars on a slip specially printed, from which they were entered 
in a large book at home. Sometimes it happened that on going 
to make an observation—and all were made at the hospital—the 
record of the last, with the height of the pubic crest, was left 
behind. None of the particulars of the last two readings of No. 25 
and of No. 27, however, were entered in this way. A cinemato- 
graph picture of them was made instead. This was done more 
to show the method of examination than provide details of the 
pressures found; but, in most instances, these can be read, the 
film affording a permanent record. It shows definitely that the 
rectal pressure, the patient standing, in the well-developed non- 
pregnant with flat abdomen (No. 25), whatever it may be at the 
start of the examination, settles down to about 23/22 cm. 

In line with this are the findings in another well-developed 
nullipara, examined October 25th, 1935, and thus not appearing 
in Table II. She was chosen to serve as a standard of the normal 
non-pregnant for the X-ray series of cases of pregnancy. She 
was a fine specimen physically: 22 years old, 5 feet 23 inches 
tall, weight 9 stone 5 pounds. After the tubes had been passed, 
the pressures being taken, she was X-rayed. The fluid supported 
by the rectal pressure reached 23.5 cm. Subsequently, however 
—after the stomach pressure had been X-rayed, before and after 
drinking water—the rectal pressure was found to be 27/28 cm., 
presumably due to increase of rectal tone. 

Table IV, in which 6 women were examined late in pregnancy 
and again after delivery, is of interest in this respect. Here are 
the readings after delivery. 








TABLE IV. 
Rectal pressure, 
Time after patient standing 
Number delivery (cm.) 
37 12 days 37 
38 TA. vg 24/26 
39 5 weeks 24/25/23 
40 Y ae 26 / 22 /27* 
41 6 months 30/32 
42 6 weeks 20/21/22 





* Corrected. See note in Table. 
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Of these, the subject of No. 37 was big, heavy, and not tall. 
She was 5 feet 3 inches, and 11 stones; the abdominal girth was 
342 inches. In No. 41 the patient had had a good dinner not 
long before the examination. The others fall within the low level 
assigned. 

Here are three post-partum readings from the second part of 
the research. Among the 8 cases of late pregnancy, in which 
the findings of manometry and the height of the diaphragm were 
fixed by X-rays, 3 were re-examined post-partum. Here are the 
figures :—* 








Height of 
diaphragm : left Rectal pressure, 
Time after cupola patient standing 
X-ray delivery (cm.) (cm.) 
9 20 days 37-0 21.5 
30 PACs 30.5 30.0 
34 18 ,, (Caesar.) 32.5 24.5 





Of these cases the subject of the second (X-ray, 30) was obese. 
She was 5 feet 5 inches tall, and weighed 11 stone 11 pounds; 
the abdominal girth, though 5 inches less than before delivery, 
was still 39 inches. The other 2 cases fall within the limit, though 
the first (X-ray, 9) was found 7 weeks later to have a rectal pres- 
sure, standing, of 30 cm. The patient was tall, and had lost 
weight—8 pounds in the 7 weeks: that possibly was the reason. 
The gut tone seemed to have increased, for the pressure fell on 
drinking water. 

Appended to this series are two radiograms of the rectal pres- 
sure, from one case, made only post-partum. 








Height of 
diaphragm : left Rectal pressure, 
Time after cupola patient standing 
X-ray delivery (cm.) (cm.) 
36 6 weeks 34.5 32.0 
aT ” « ” 28.5 





The first reading was thought too high: after waiting a little, 
the second was obtained. Three weeks later, however, the rectal 
* In all the radiograms of this series, the height of the diaphragm, like 


that of the fluid in ‘‘A’’, was measured from the zero of the manometer, 
placed as before—one inch below the pubic crest. 
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pressure, the patient standing, was 30/32 cm. As in the other 
case, ‘it also fell as the patient drank water. 

It was in March 1935 that I found the rectal pressure fall, 
as the patient drank water, in these 2 cases. The first was the one 
just mentioned. The patient was 24 years old, 4 feet 11 inches 
tall, and weighed 7 stone 3 pounds. She was a primipara, de- 
livered g weeks before by Caesarean section for placenta praevia. 
She had developed some sepsis and puerperal mania. She was 
quite well when examined. On drinking water in the ordinary 
way the rectal pressure fell from 30/32 cm. to 25 cm. I hada 
cinematograph made of the experiment, and the fall, which was 
of brief duration, can be seen on the screen. On repeating the 
experiment almost at once, the fall was much less pronounced. 

A week later, however, the same experiment, on the same patient, 
produced the same result. The rectal pressure, standing, was 
30 cm.; on drinking water it fell to 24 cm. The observation was 
filmed. The other patient (subject of X-ray, g) also was 24 years 
old, but she was tall, 5 feet 7 inches, and weighed g stone 4 
pounds. She had been confined 10 weeks before: birth had oc- 
curred spontaneously, and convalescence had been uneventful. 
In this case, too, the rectal pressure, standing, was 30 cm. to begin 
with; on drinking water it fell to 24 cm. This also is to be seen 
on the screen. 

Thinking that perhaps the act of raising the arm to drink 
may have somehow caused the pressure to fall, I varied the 
experiment. In 2 cases a stomach tube was passed, and the rectal 
pressure being observed, water was poured into the stomach by 
means of a funnel. The first subject was the athletic girl already 
mentioned (No. 25), she swallowed the tube without difficulty, 
and did so readily on request. In this case, however, the pressure 
did not fall! I tried the: experiment 4 times one morning, 
emptying the stomach of water between each performance, but 
in vain. Something seemed wrong. Happily, the experiment 
was also recorded, and on looking at it on the screen, one finds 
that the rectal pressure to begin with was only 20 cm.! One 
could hardly expect it to have fallen lower. 

The other case was that of a strong woman (No. 35), delivered 
6 months before by Caesarean section, also good at swallowing 
the tube. In this case, again, the rectal pressure stood at 30 cm., 
but she was a biggish woman. The stomach tube was passed and 
water poured in, but the rectal pressure did not fall. On the 
screen, however, one sees that the movements of the columns 
in the U tube, caused by cough, are not free: the fluid seems to 
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stick. Transmission of the pressure seems to have been ob- 
structed; the experiment has vitiated. The bag, I think, must have 
been badly placed. I did not recognize this at the time, and did 
not adjust the bag and repeat the experiment. Certain troubles 
arise with this sort of work. It is easy to understand what one 
should have done—after the event.* 

There are thus considerable variations in the rectal pressure, 
the patient standing. The wider variations would seem to depend 
most on the volume of the abdominal contents—lesser pressures 
obtaining in people with flat abdomens, higher ones in those who 
are stout. Other differences are due to differences in the tone of 
the gut. The stronger the abdominal wall the less apparently 
the tonic contraction of the gut—the converse of which one sees 
with spinal anaesthesia. The fall of pressure on drinking water 
in the cases mentioned seems to have been due to a reflex causing 
the gut-tone to diminish. Were it the result of a reflex inhibition 
of the abdominal wall muscles, one would expect drinking water 
in the erect posture to be at times a dangerous act: as emptying 
the full bladder occasionally is.t Only in one case was a pressure 
lower than 20 cm. found—the patient was a small woman 
(No. 24). Ina 3-para, 35 years old, 8 weeks pregnant, admitted 
with persistent vomiting, the rectal pressure, standing, was 
21/22 cm.; and whilst taking it the patient nearly fainted (No. 5). 

If the pressure in the rectum, the patient standing, in well- 
developed people with flat abdomens, be taken as 20 to 24 cm., 
the pressure in the depths of the pelvis, outside the rectum, cannot 
be more. If the pressure in the rectum be taken as 30 cm., as 
was found in some cases, then the pressure in the depths of the 
pelvis outside the rectum cannot be more than that. And if in 
such cases the rectal pressure falls on drinking water, the pressure 
in the depths of the pelvis outside the rectum is presumably less 
than 30 cm. Accepting Keith’s computation that the height of 
the abdomino-pelvic cavity, the distance from the pelvic floor to 
the diaphragm, is 36 cm., and from other sources such a figure 
seems about right, then the pressure in the epigastrium in the 
well-developed with flat abdomen, standing, must be negative, 


* The effect of drinking water on the rectal pressure in the non-pregnant, 
standing, was tested in 2 other cases. The experiments are not free from 
error, and are not worth recording. It was hoped to observe the effect in a 
series of cases; but the plan miscarried. 


+ I once saw a man, emptying his bladder in a garden, fall down suddenly 


as though he had been felled. He got up almost at once, with a bleeding 
nose, and his clothes besmirched with soil. 
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to the extent indeed of - 16 to -12 cm., or in patients in whom 
the rectal pressure is higher, to at least - 6 cm. of the fluid used 
That, I think, is a very important deduction. 


TuE GASTRIC PRESSURE. 


When one comes to examine the gastric pressure in women 
with flat abdomens, always one finds it relatively higher than the 
rectal pressure. At first this is disconcerting, for if the abdomen 
is a hydraulic machine and the tone of the viscera is negligible, 
the height of the columns of fluid supported should be the same. 
But it is as stated, as most of the cases in Table II show. 








TaBLeE II. 
Rectal Gastric 
pressure pressure 
Number (cm.) (cm.) 
21 24 28 
23 21 37/38 
24 Second reading 19/21 32/33 
25 Second sitting 30/31 34/35 
Third Pe 22 32/33 
Fourth _,, 23 26/28 
26 First reading 21 25/27 
Second)*,, . 
with Curtis 27/28 30/31 
28 First sitting 28 31/33 
Second ,, 26 31/30 





In all these cases the gastric pressure is greater than the 
rectal, i.e., the zero of the manometer remaining constant, one 
inch below the pubic crest, the pressure in the stomach supports 
the fluid in ‘‘A’’ to a higher level than does the pressure in the 
rectum. The average for the gastric pressure from these figures 
is 30/32 cm. The average for the rectal pressure is just over 
24 cm. According to these figures, then, the relative gastric 
pressure is about 6/8 cm. greater than the rectal pressure, the 
patient standing. In the cine-film of case No. 25, the difference 
between these pressures is well shown: during the third sitting 
the difference reached 10 cm., as the Table indicates. 
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Here are the figures for the other 3 cases in this table. 








TaBLeE II. 
Rectal Gastric 
pressure pressure 
Number (cm.) (cm.) 
20 36 26 / 30 
22 27 27 

27 Second sitting 34/35 34/35 
Third mo 29 / 32 29 / 30 

Fourth _,, 34/35 34/35 

Fifth . 30/31 32/34 





As already noted, the readings of the first 2 cases are suspect: 
in the first the rectal pressure is much too high; in the second the 
rectal pressure should be lower or the gastric pressure higher, or 
both values should be shifted in the directions indicated. The 
third case (No. 27), considered alone, gives as the average from 
the four sittings a value for the gastric pressure of 32/34 cm., 
while the average rectal pressure is 32/33 cm.—the two values 
being about equal, though even here the gastric pressure is a 
trifle higher or tends to be so. This seems about right; for the 
woman was rather short with full abdomen. At the fifth sitting, 
the patient having improved much in physique, the difference 
between the gastric and rectal pressures is more marked; the 
difference, however, is much less than in the other cases. It 
must, however, be stated that while the reading at this fifth sitting 
was satisfactory, that at the fourth was just the reverse, the 
viscera on that occasion being very unruly, as the picture on the 
screen shows. 

Table IV gives figures for the gastric pressure after delivery. 








TABLE IV. 

Rectal Gastric 

Time after pressure pressure 
Number delivery (cm.) (cm.) 
37 12 days 37 38/37 
38 i? ee 24/26 25/26 

39 5 weeks 24/25/23 35 / 30/29 
40 ae 26/22/27 29/30 
41 6 months 30 / 32 34/36 

2 6 weeks 20/21/22 26/ 28/27/29 
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Here, apart from the first 2 cases, in which the pressures are 
about the same, the pressure in the stomach is relatively greater 
than that in the rectum. The first case (No. 37) was that of the 
big, strong woman already referred to. The figures probably are 
about right for this sort of case—as in that of No. 27, just men- 
tioned. The subject of No. 38 was a woman of 41, she was a 
g-para, 4 feet 9 inches tall, weighing 7 stone 12 pounds. The 
figures for the rectal pressure are probably too high. Case No. 42 
is a good record. 

The X-ray series of 8 cases gives figures for 3 cases re- 
examined post-partum. The average for the gastric pressure is 
just under 34 cm.; that for the rectal pressure just over 25 cm. 
Appended are figures from the radiogram of a patient whose 
gastric pressure was X-rayed post-partum only (X-ray, 38). This 
patient was examined during pregnancy, but not X-rayed; her 
case is included in Table IV (No. 41). The point of the X-ray is 
that it gives the position of the diaphragm. 








; Rectal Gastric 
Time after Height of pressure pressure 
X-ray delivery left cupola (cm.) (cm.) 
9 20 days 37-0 21.5 — 
10 20 ;; 37-0 a 34.0 
30 ? ee 30.5 30.0 — 
31 14 5 32.5 as 32.0 
34 18 ,, (Caesar.) 32.5 24.5 — 
35 i, 35-0 ani 35-5 
38 6 months 37.0 — 36.0 





The somewhat high average for the stomach pressure in these 
4 cases may be due to the post-partum state or to individual dif- 
ferences. Thus, the subject of the first case, X-rays 9/10, was 
tall and rather lanky. Here are her figures: 26 years, 5 feet 
7 inches, 9 stone 12 pounds. 

The subject of the second case, X-rays 30/31, was obese, as 
her figures indicate: 25 years, 5 feet 5 inches, 11 stone 11 pounds. 
Girth, 39 inches. 

In the third case, X-rays 34/35, the woman was small. She 
was 45 years and a 4-para, 4 feet 8 inches, 6 stone 8 pounds. 
The figure for the gastric pressure in this case compares strangely 
with that of No. 38 (Table IV), a similar sort of case, and is 
possibly: due to abnormal gastric tone. In the last case 
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(X-ray 38),* the high value for the gastric pressure is probably 
explained by the patient’s having eaten a good dinner shortly 
before the examination. In spite of that, the fluid in ‘‘A’’ does 
not reach the level of the left cupola of the diaphragm. There 
was not any vomiting or retching on swallowing the tube; she did 
this easily. 

Thus, a new point arises—the relation of the fluid in ‘‘A’’ to 
the level of the diaphragm. Besides the observation that the 
figures for the gastric pressure are greater than those for the rectal 
pressure, it will be noticed that in 3 of the 4 cases, the fluid in 
‘‘A,”’ supported by the gastric pressure, does not reach the level 
of the left cupola of the diaphragm. In the exception (X-ray, 35), 
the fluid just overtops the level of the cupola, possibly due to 
abnormal gastric tone. The condition-in the other cases seems 
the rule in the non-pregnant, at least for women with flat 
abdomen. It is rather an important observation, because in 
pregnancy, in late pregnancy, the fluid in ‘‘A’’ usually surpasses 
the diaphragm by several centimetres. Moreover, the relation 
in question seems, at times, to be very definite. An example 
occurs in the list. In X-rays 30/31—those of the obese woman— 
the relation of the two levels is the same in the 2 radiograms. 
When the rectal pressure was X-rayed the fluid in ‘‘A’’ was 
0.5 cm. below the level of the left cupola; when the gastric pres- 
sure was X-rayed—which was done directly after—the fluid in 
‘“‘A,”’ though 2 cm. higher than before, is still 0.5 cm. below the 
level of the left cupola. In this case the same relation, though 
the difference was greater, was found in the rectal and gastric 
pressures when the patient was examined during pregnancy. 
The correspondence is remarkable, it was quite unexpected, and 
it seems to have some meaning. 

The observation that the pressure in the quiescent stomach in 
the standing position is insufficient to support a column of fluid— 
of the same specific gravity as blood—up to the diaphragm, is not 
peculiar to the post-partum state; it is characteristic of the well- 
developed young nulliparous woman. I have radiograms of 2 
such cases. The first is of a patient included in Table II (No. 28), 
it was taken on August 27th, 1934; the patient was 20 years old, 
5 feet 4 inches tall, and weighed 9 stone 9 pounds (X-ray, 1). 


* The reader will not confound ‘‘X-ray 38’’ with ‘‘No. 38’’: the numbers 
refer to the cases in the Tables previously published: the ‘‘X-rays’’ form a 
series belonging to the second part of the research, not hitherto published, 
and are not related to the ‘‘Nos.’’. The subject of ‘‘X-ray 38’’, however, 
was examined during the first phase, and her figures are given under No. 41. 
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The second is that of the nullipara examined on October 25th, 
1935. She was 22 years old, 5 feet 2} inches tall, and weighed 
g stone 5 pounds. Two radiograms in this case of the gastric 
pressure were made; the first, as in the other case (X-ray, 4). 
After this the patient drank water when the second was obtained 
(X-ray, 5). There is a difference between these two sets: in the 
first case the right cupola of the diaphragm with the liver be- 
neath is shown; in the second case, as in most of the X-ray 
series, the left cupola, with the stomach and the bag in the 
stomach, are seen. Here are the figures: 





Height of diaphragm 








Right Left Gastric 
cupola cupola pressure 
X-ray (cm.) (cm.) (cm.) 
36 _ 33 
4 = 35:5 35 


5 (After drinking water) 34-5 28 





In both these cases the fluid in ‘‘A,’’ supported by the gastric 
pressure, failed to reach the level of the right or left cupola of 
the diaphragm respectively—though it must be admitted that in 
the second (X-ray, 4) there is not much in it. In this case the 
fluid in ‘‘A’’ probably reached, or even surpassed, the level of the 
tendon of the diaphragm, above which the left cupola mounts 
and through which the inferior vena cava passes. But that this 
gastric ‘pressure is due very largely to the gastric tone is shown 
by the observation that on drinking water the pressure fell: it fell 
7 cm. to 28 cm. At the same time the level of the left cupola 
was found 1 cm. lower. 

I have one other record of the fall of gastric pressure on 
drinking water in the same sort of case—that of the young, well- 
developed nullipara, who was cinematographed during examina- 
tion (No 25). In this patient one sees on the screen that the 
gastric pressure, which to begin with was 32 cm., fell on drinking 
water to 27 cm.—a drop of 5 cm. At this moment the patient 
was not X-rayed, so one cannot speak of the level of the dia- 
phragm. As she was 5 feet 4} inches tall, it is more than prob- 
able that the initial gastric pressure did not reach the diaphragm. 

The fall of gastric pressure in these patients seems comparable 
with the fall of rectal pressure similarly induced—by drinking 
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water; but the latter only happened when the rectal pressure was 
at about 30 cm., that is, higher than seems the case when the tone 
of the gut is negligible. Since the fall of gastric pressure on drink- 
ing is a recognized phenomenon, since in non-pregnant indi- 
viduals with flat abdomen a value of 30/32 cm., or more, for 
the gastric pressure is registered, while the rectal pressure is 
26 cm. or less, it seems reasonable to believe that the tone of the 
empty stomach is considerable, being momentarily inhibited by 
drinking water. Clearly, then, the pressure in the epigastrium 
is by no means indicated by the height of the fluid in “‘A,”’ sup- 
ported by the gastric pressure. Whether on drinking water the 
stomach tone is completely inhibited, whether at that moment 
the pressure in the stomach indicates the pressure in the abdomen 
about the organ is a question. What is certain is this, that in the 
well-developed non-pregnant with flat abdomen, standing, the 
pressure in the epigastrium, in so far from being positive, greater 
than atmospheric, is markedly negative. 

In the well-developed individual with full abdomen, in the 
stout person with good abdominal walls, the case is different. In 
such cases it would seem, as has already been indicated, that 
the level of the fluid in ‘‘A,’’ supported by the rectal pressure 
and by the gastric pressure, in the standing position, are more 
or less the same. Whether in such individuals the gastric pressure 
falls on drinking water, I cannot state from experiment. The 
effect of drinking water in the cases mentioned was recorded more 
as a curiosity than as a fundamental test; that it is perhaps such 
was only conceived late, when the work was nearing its end. 
One can, however, well believe that as the abdomen progres- 
sively enlarges with the deposit of fat in the mesenteries, in the 
omentum, in the renal regions and beneath the peritoneum else- 
where, and with the hypertrophy of the viscera, that the epi- 
gastric pressure, standing, correspondingly rises—becomes less 
and less negative, or at times perhaps even positive. If, in the 
individual with flat abdomen, the tone of the stomach has some 
physiological significance, is related, for example, with the flow 
of blood through the capillaries of the gastric mucosa, it seems 
plain that, with the rise of epigastric pressure, the necessity for 
such a gastric tone per se would become less and less, so that 
ultimately the empty stomach, like that of the empty rectum in 
many patients, may be without tone. That would explain how it 
is that in such cases the rectal and (relative) gastric pressures tend 
to approach and even equal each other. Cases Nos. 27 and 37 
are types of this. Otherwise, did the gastric tone not sensibly 
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become reduced, the gastric pressure would always be in excess 
of that of the rectal, as in well-developed nulltpara with fiat 
abdomen, a condition which would seem to be without rhyme 
or reason. 


THE INTRA-THORACIC PRESSURE. 


A word must be attempted on the intra-thoracic pressure. If 
the intra-abdominal pressure is related with the flow of blood 
from the abdomen into the thorax, then the intra-thoracic pres- 
sure must be correlated. If the pressure in the epigastrium in the 
well-developed non-pregnant, standing, is negative, the pressure 
within the thorax, within the pericardium and within the pleural 
and mediastinal spaces, must be more negative. The blood is 
pressed from the epigastrium into the right auricle, even in the 
standing position, even though the epigastric pressure is negative, 
less than atmospheric. If instead of taking the atmospheric 
pressure as the base from which to measure the epigastric and 
pelvic pressures, we abase zero to the level of the pressure in the 
chest (though it be constantly changing), we shouid see that the 
epigastric pressure is positive and the pelvic much more so. 
The blood is pressed into the auricle, the liver, even in the non- 
pregnant, is compressed—not indeed like it is when a man gets 
between the buffers of a train, but to some extent—sufficient for 
the body’s needs. 

The conception is that the negative pressure in the epigastrium 
is a vital force, actively produced and actively maintained—by 
the muscles of the body wall, including the diaphragm: it is not 
just a passive effect, caused by gravitation of the abdominal con- 
tents in the erect posture. It has been thought because the pres- 
sure in the pelvis in the Trendelenberg position is negative that 
if one turns the patient about the pressure in the epigastrium must 
naturally become negative. That is a completely erroneous idea; 
it does not hold for all cases; it takes no account of the dynamics 
of the circulation. In the Trendelenberg position, gravity facili- 
tates the return of blood to the heart—from the reservoir for the 
blood, the abdomen; in the upright position, the blood must 
flow upwards against gravity. The opinion that the epigastric 
pressure in the normal, however negative, is actively maintained 
and that it must be greater (less negative) than the intra-thoracic 
pressure, is thus justified. A pump does not work unless the 
supply to it is assured, and the heart is no exception. 

Note in passing that the heart does not aspirate blood into its 
auricles. Many pumps appear to operate by sucking into them 
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the liquid to be forced on, e.g., that of the fire-engine. The 
effective force, however, is the atmospheric pressure. There is 
not a pump on earth which will suck up mercury to a height of 
40 inches, or of water to 40 feet. One would have to place the 
machine in the bowels of the earth, where the pressure on the 
fluid to be aspirated is greatly increased, for such an effect to be 
produced. As to the heart, during its diastole, its muscular walls 
are all flaccid; it does not distend like the bulb of a Higginson’s 
syringe when released after being emptied. Blood is forced into 
the heart from without, distending the auricles, stretching their 
muscle—the effective cause, at least one of the causes, of systole. 
The thorax, on. deep inspiration, often causes the atmospheric 
pressure playing on extra-thoracic parts to become especially 
operative in thrusting blood into the heart. That is the explana- 
tion of the sighing respiration in cases of bleeding. In the normal 
the abdominal wall and diaphragm have this effect, the pressure 
they produce, even when actually negative, being positive to the 
intra-thoracic (pericardial) pressure. 

There is some material evidence for the view advanced. Al- 
though the diaphragm is at a higher level when the patient is 
supine than when standing—and the difference is considerable, 
as radiograms show; and although gravity affects the visceral 
column as it does the venous blood-stream, causing the abdomen 
to bulge when the upright position is assumed (but not always to 
the same extent !); figures indicate that the intra-pelvic pressure, 
with the pelvis uppermost, is not the same as the epigastric 
pressure, the patient standing. Values of the rectal pressure in 
the knee-chest position do not coincide—even allowing for experi- 
mental error—with those deduced for the epigastric pressure in 
the standing position. Almost invariably the rectal pressure in 
the knee-chest position is the more negative; and this in spite of 
the body being oblique, as compared with its vertical position in 
the other posture. 

Here are some figures from Table II. The rectal pressures in 
the knee-chest and standing positions are given, and with these 
the height of the diaphragm as seen on screening. In some cases 
the level of the diaphragm was not obtained, in these a height of 
36 cm. is assumed, although in some cases a lower position was 
probable, as in No. 26. The epigastric pressure is deduced by 
subtracting the figure for the rectal pressure in the standing posi- 
tion from the figure denoting the height of the diaphragm. It 
will be seen that in all cases this is less negative than is the 
corresponding rectal pressure for the knee-chest position. 
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TaBLe II. 
Rectal pressure 
eae Epigastric 
Knee-chest Standing Diaphragm pressure 
Number (cm.) (cm.) (cm.) (cm.) 
21 —12 24 ? 32.0 —8 
22 —20/—21 27 34.0 —7 
23 —18 21 34.0 —13 
24 —18/—19 19/21 32.5 —13/-—II 
25 (Third sitting) —17 22 a —14 
26 —17 21 — —15/-—13 
27_~«*#First », —12/—14 34/36 -= zero 
Fifth _,, —I3 30/31 —4/-3 


28 —16 26 36.0 —10 





The ages, heights, and weights of the subjects of these cases 
are appended. 





Age . Height Weight 
Number (years) fC. i. st. lb. 
21 17 Cee — Knee-chest probably 
. too high 
22 32 5 I 8 2% Rectal pressure (stand- 
ing) probably too high 
23 16 S «4 8 9 
24 35 5 2 6 8% 
25 18 5 4% qo 79 Athletic 
26 35 4 11% 6 10 
27 44 4 II g oO Full abdomen 
Fifth reading 9 7 
28 20 5 4 9 #«~O 





The average for the epigastric pressure from these cases is 
about -10 cm. The figures, however, are not all acceptable: 
those of the first two cases seem too high. In No. 21 the rectal 
pressure in the knee-chest position, and in No. 22 the rectal 
pressure standing, are both probably too high. In No. 26, on 
the other hand, the epigastric pressure was probably less nega- 
tive than -15 cm.; the patient was a thin, small multipara. If 
instead of at 36 cm. the diaphragm be placed at 34 cm., as it was 
in some of the other cases, the value comes to -13 cm. The 
subject of No. 27 was the woman with full abdomen; and in her 
case the epigastric pressure certainly was much less negative 
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than in the others. In No. 28, too, the rectal pressure, standing, 
is probably a bit too high. It would thus seem that in the non- 
pregnant, with flat abdomen, especially in the well-developed 
young woman, the epigastric pressure in the standing position 
on the average is about - 13 cm. of the fluid used. 

What, then, is the pressure in the chest, in the standing posi- 
tion? JI am unable to answer the question. Recently (October 
1937) I visited a sanatorium and saw for the first time artificial 
pneumothorax induced. There were 3 cases: all were in young 
women, and all seemed well developed and in pretty good health. 
Artificial pneumothorax is induced with the patient lying on the 
side: the needle is. thrust into the axillary region, lying upper- 
most. The needle is thrust in almost vertically downwards. In 
these 3 cases the pressure registered varied between -2 cm. to 
~5 cm. of water. What the pressure may be, the patient sitting 
bolt upright, the arm at the side (not above the head), or even 
standing erect, appears as yet unknown. There are reasons for 
thinking it may be much more negative. In the first place the 
diaphragm is at a lower level when standing than when the 
patient is lying on the back; and probably it is at a slightly 
lower level when on the back than when on the side. Next, after 
phrenic avulsion, the side of the diaphragm affected is perma- 
nently at a higher level than in the expiratory position. That 
seemed shown by an X-ray of one of my patients on whom the 
operation was done. After pneumothorax, on the other hand. 
the diaphragm of that side is at a lower level than normal; 
lower it seems than in the inspiratory position in the normal. 

The weight of the lung, with the mass of blood flowing 
through it, comes up for consideration. In the standing position 
the pressure in the thorax, presumably, must be least above, in 
the region of the apices. Owing to the weight of the lung—in the 
dead, with the blood in it, each about a pound and a quarter, 
apparently—the atmospheric pressure, which operating within 
the lung, presses its superficies against the thoracic walls, dia- 
phragm and pericardium, must be relatively greater above to 
maintain the apices of the lung against the vault of the thorax, 
than below to keep the corresponding pulmonary parts against 
the lower chest walls and diaphragm. In other words, the nega- 
tive pressure produced by the chest, in the standing position, is 
more negative above than below. This seems borne out by a 
statement of Walsh. Gordon' quotes Walsh as saying that the 
alveoli of the lungs, which in the stillborn infant and in the infant 
2 days old are of the same size throughout, already in the baby 
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4 months old are Jargest at the apex : “‘in the adult they are defi- 
nitely larger at the apex than at the base.’’* What, then, can 
be these pressures in the different parts of the chest in the healthy 
individual ? 
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DuRING the year 1936 there were 2,244 deliveries in the Obstetric 
Clinic of the University of Hong Kong, and of these patients 366 
(16.3 per cent) had oedema of varying degrees. Oedema in 
pregnancy may be associated with several conditions, among 
which may be mentioned heart disease, toxaemia of pregnancy, 
nephritis, ankylostomiasis, such blood diseases as aplastic 
anaemia, tropical macrocytic anaemia, varicose veins, urticaria, 
inflammation, trauma, starvation, and vitamin B, deficiency. 
Furthermore, there is epidemic dropsy and transient oedema. 

For the purpose of this paper I wish to deal mainly with that 
type of oedema in which there is not any obvious or gross 
pathological lesion acting as a contributory factor. There are 
some special types of oedema not necessarily associated with 
pregnancy which seem to be peculiar to tropical countries, viz., 
epidemic dropsy, transient oedema and that associated with 
ankylostomiasis. As a preliminary it is necessary to discuss these 
briefly. 

Chopra and Chaudri' investigated an outbreak of epidemic 
dropsy in the district of Purulia in India. There were 7,000 cases. 
It was found that it was associated with a distinct familial ten- 
dency. Apart from the oedema which in most cases did not 
spread above the knee, the patients suffered from diarrhoea, 
tachycardia, raised pulse-pressure, increased pigmentation, a 
rash on the legs and thighs, and fever in the acute stage. The 
deep reflexes were normal in most cases. The treatment which 
was found most effective was a rice-free diet, with injection of 
calcium and tincture of ephedra. It suggested that a rice toxin 
produced this condition and that there was not any relation 
between this disease and vitamin B, deficiency. 

Transient oedema. Cases of sudden transient oedema accom- 
panied with headache, and the passage of normal urine except for 
a decrease of chlorides, are sometimes seen. It has been shown 
that in cases of normal pregnancy there is a considerable decrease 
in plasma bicarbonate. Green-Armytage’ states that the daily 
administration of a quarter to half an ounce of bicarbonate of 
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soda and potassium citrate in water for a few days causes total 
disappearance of the oedema without any change in diet being 
necessary. At the same time the chlorides rise to 0.5 per cent and 
0.6 per cent in the urine. He considers this a useful therapeutic 
test for differentiating such a type of oedema from that due to 
pre-eclampsia and other conditions. 

Ankylostomiasis. Wickramasuriya,’ working in Ceylon, has 
investigated this disease very thoroughly. He found that the 
renal or oedematous type occurred in go per cent of the patients 
who suffered from marked oedema early in pregnancy. Pre- 
eclampsia, or eclampsia, supervened in a number of the patients, 
and it was easy to miss the underlying hookworm infection owing 
to the more urgent condition of eclampsia claiming one’s atten- 
tion. The association of hookworm disease and eclampsia needs 
to be emphasized. 

The clinical picture of pre-eclamptic toxaemia is that in which 
there is oedema, albuminuria, headache, dimness of vision, epi- 
gastric pain and a raised blood-pressure. There were 157 such 
cases in my Clinic in the year 1936. Of the non-toxaemic oede- 
matous women there were 210. Thus, of 2,244 total deliveries 
Q.3 per cent at some time or other during pregnancy had oedema 
in which a causative factor was not obvious, except avitaminosis © 
B,. I now will deal more fully with this group in which so-called 
“‘toxaemia of pregnancy’’ was not evident. Only those which 
passed normal urine and had a systolic blood-pressure of less than 
130 mm. are included. One appreciates the importance of the 
diastolic blood-pressure, but as yet a figure which can be con- 
sidered normal for pregnant women in this part of China is not 
known, and further investigation of this point is being under- 
taken. 

Of the 210 cases there were g1 (44 per cent) primiparae and 
11g (56 per cent) multiparae. The average age of the former 
was 23.9 and of the latter 30.87 years. 


1. Duration of Oedema. 


Only those cases in which oedema had been present for at 
least 7 days have been considered. 

The longest duration in the primiparous group was 26 weeks 
and in the multiparous 14 weeks. 


Average duration of oedema in 91 primiparae=6.12+1.65 weeks 
Average duration of oedema in 119 multiparae=4.02+2.86 weeks 
Difference =2.10+1.68 weeks 
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The difference being only slightly greater than its own standard 
error is not significant and hence these figures cannot be taken 
as having established any difference in the duration of oedema. 


2. Extent of Oedema. 


In all patients it was present in the legs, but in addition in one 
patient it was found on the face, in two the vulva, in three the 
- abdomen, and in another three it was generalized. In the mild 
cases it was exceptional to find any oedema of the feet. Many 
women wear garters which cause swelling of the legs, but where 
this was the obvious causal factor the case has not been included 
in this series. 

For the detection of oedema one has come to the conclusion 
that pitting by means of finger pressure is somewhat inaccurate a 
method. One has noticed that by pressing with the bell of the 
stethoscope a well marked ‘‘ring’’ impression is made upon an 
oedematous region especially if this is one where there is no 
underlying bone, as, for instance, the abdominal wall. An instru- 
ment has been devised which incorporates not only the stetho- 
scope bell but also a spring by which a known pressure for a 
known length of time can be exerted. The pressure is of 2 pounds 
and the length of time found most suitable is 5 seconds. The 
ring impression so made and the time it takes to disappear 
decides one as to whether the oedema can: be classified as mild, 
moderate, or marked. This. method of testing for oedema has 
the advantage that it enables one to detect mild grades of oedema, 
particularly of the abdominal. wall, which would otherwise pass 
unnoticed. Full details of this instrument are to be published at 
a later date. (See Brit. Med. Journ., 1938, i, 75.) 


3. Blood-pressure. 


Mean systolic blood-pressure of 91 primiparae=117.65+0.996 mm. Hg. 
Mean systolic blood-pressure of 119 multiparae=115.90+0.762 mm. Hg. 
Difference= 1.754+1.25 mm. Hg. 


This difference is not significant and these figures do not estab- 
lish any difference between the systolic blood-pressure ot primi- 
parae and multiparae. 


Mean diastolic blood-pressure of 91 primiparae=78.13+1.02 mm. Hg. 
Mean diastolic blood-pressure of 119 multiparae=77.31+0.764 mm. Hg. 
Difference= 0.82+1.27 mm. Hg. 


Again this difference is not significant, 
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Mean systolic blood-pressure of 115 pregnant 

women without oedema attending the ante- 
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Mean diastolic blood-pressure of 115 pregnant 
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Thus there is little significant difference between the average 
blood-pressure of the oedematous group compared with the non- 
oedematous group. 


4. Maternal Complications. 
These were as folfows :— 


Uterine inertia = 3 cases. 

Puerperal pyrexia = 8 cases (2 of these were infected with 
streptococcus haemolyticus). 

Suppurative nephritis = 1 case (died). 

Post-partum haemorrhage = 2 cases. 

Polyneuronitis (vitamin B, deficiency) = 1 case (died). 


Thus there were 2 maternal deaths. 


5. Infant Complications. 
Seven babies were stillborn and 4 died. 


CAUSATION. 


Many theories have been propounded to explain the produc- 
tion of oedema. Opinions are still divided, and it is as well to 
consider what has withstood the test of pathological criticism and 
investigation. 

Epstein has shown that the constant loss of protein in the 
urine leads to a depletion of the protein of the blood-plasma and 
is a causative factor in oedema. However, this cannot serve as 
an explanation for the cases at present under review since 
albuminuria was absent. 

Cushny holds that Bowman’s capsule in the glomerulus of the 
kidney acts as a filter and that the cells of the tubules secrete back 
into the blood-stream a fluid of constant composition. Of all 
hypotheses of the mechanism of renal function this is still one 
of the most acceptable so far as clinical medicine is concerned. 
In the consideration of nephritic oedema the glomerular pressure 
is reduced. The main factors in oedema are (1) permeability of 
capillary endothelium, (2) capillary pressure, (3) colloid osmotic 
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pressure of the plasma proteins, (4) effect of other constituents, 
e.g. salt and water. Strauss* reports a study of the osmotic 
pressure of the plasma proteins and of the venous pressure in 
normal pregnant women and in the toxaemia of pregnancy. In 
20 normal pregnant women on adequate diets, the average 
osmotic pressure of the plasma proteins was 258 mm. of water; in 
20 cases of nonconvulsive pregnancy toxaemia, the average 
value was 215 mm. water; and in ro cases of eclampsia, 175 mm. 
The average venous pressure in 20 normal pregnant women was 
10 cm. of water and in 20 patients with nonconvulsive toxaemia 
13.3cm. The values for the toxaemic patients are at least twice 
as high as the average for normal women not pregnant. One of 
the manifestations of the toxaemia of pregnancy is water reten- 
tion; among the factors causing this water retention is a lowered 
osmotic pressure of the plasma proteins, usually in the presence 
of an increased venous pressure. 

Youmans’ and his co-workers state that the exchange of fluid 
between the blood and tissues, primarily controlled by capillary 
and colloid pressure, is greatly influenced by a number of secon- 
dary factors, particularly by posture. The great tendency to 
oedema in the quiet erect position is opposed by a rising colloid 
osmotic pressure and by an increasing tissue pressure in the feet 
and legs. These forces are aided by a decrease in the volume and 
velocity of the circulation in the legs. With muscular activity an 
even greater volume of filtrate than occurs on quiet standing is 
prevented from accumulating by a more active lymphatic drain- 
age. Variations in these secondary factors will influence the 
exchange of fluid between the blood and the tissues and, in the 
presence of even slight changes in the serum proteins and capillary 
pressure, may determine the appearance or non-appearance of 
oedema. For these reasons it is inadvisable to define too strictly 
the critical level of the serum proteins or venous pressure in 
relation to the pathogenesis of certain forms of oedema. 

Now in malnutrition there is a reduction of plasma proteins 
due to diminished intake of protein. Perhaps it is this which is 
the main contributory factor in the cases under discussion. 

It was reported recently that a deficiency of vitamin B in male 
rats led to a poor nutritive state of the genital organs which 
affected the hypophysis. This brought a lowering of the sex 
stimulating hormone and failure of the testicles to function. This 
is a most interesting observation for it is conceivable that here 
we have an explanation for the high incidence of oedema ir 
pregnancy. We know that in pregnancy there is increased 
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activity of the glands of internal secretion. Is it not possible 
that when there is vitamin deficiency there is a perverted action 
on the part of these glands and particularly of the posterior 
pituitary? Experimental evidence has shown that a vaso-pressor 
substance, secreted by the posterior lobe of the pituitary, has an 
anti-diuretic action and induces oedema by reason of a disturb- 
ance of water-balance caused perhaps by spasm of the renal 
glomerular arteries. Fluid retention will cause oedema, oliguria 
and albuminuria from passive congestion of the kidneys. This 
vaso-pressor substance has been extracted from the blood of 
eclamptic patients. Perhaps in the presence of vitamin deficiency 
there is an excessive formation of this vaso-pressor substance with 
the result that the state of pre-eclampsia or eclampsia is caused. 
It is indeed odd that the severest types of pregnancy toxaemia 
are seen among the poorer classes in Hong Kong and among 
those women who, in all probability, are taking inadequate diets. 
Cowgill states that ‘‘the view (McCarisson, Cramer and others) 
that the anti-neuritic vitamin B plays a role in the metabolism of 
cell nuclei and is, therefore, a substance required by nearly all 
cells of the body has much to commend it. . . if it may be 
assumed that deficiency of the anti-neuritic vitamin B is a species 
of nuclear starvation in which the heart and central nervous 
system are spared as long as possible at the expense of other 
organs, then the pathological and metabolic findings seem to 
harmonize fairly well.’’ Thus it is obvious that in the added 
strain of pregnancy we should expect grave pathological changes; 
we see these in the severe cases of toxaemia. 

Clinical support for the suggestion that the endocrine system 
may contribute in some way or other to oedema formation may 
be obtained from the following illustrations. Joachimovits® has 
recorded a case of a woman who one and a half years since the 
delivery of her first child had suffered from an oedematous swell- 
ing of the labia accompanied by a painful sensation of tension 
with the onset of menstruation which occurred every 3 weeks and 
lasted 2 days. During the second pregnancy from the seventh 
month onwards the swelling and tension periodically recurred 
every 3 weeks although amenorrhoea was present. Perhaps more 
convincing, as proof of some association between the endocrine 
system and oedema formation, is the condition of menstrual 
oedema. Recently Atkinson and Ivy’ have relieved this condi- 
tion by hormone therapy. Again, several cases of climacteric 
oedema have been reported in the literature. 

As for oedema in pregnancy associated with toxaemia there 
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have been indications lately that there is an endocrine basis for 
this condition. Vorzimer* and others have made a comprehensive 
study of toxaemia of pregnancy. In 98 per cent of their toxaemic 
patients there were one or more endocrine stigmata. When com- 
paring these toxaemic patients with a group of normal pregnant 
women, abnormal distribution of hair, abnormality of stature, 
weight and skeletal growth were noticed. 

The part played in the production of mild oedema by slight 
deficiencies of vitamin B, is obscure. Platt and Lu’ have stressed 
the importance of the interrelation between the various vitamins. 
They state that the localization of the oedema in a limb in vitamin 
B, deficiency is often determined by the amount of muscular 
activity. Jenner Wright’® has indicated the association between 
polyavitaminosis and asulphurosis. It is apparent that the inci- 
dence in this part of the world of pregnancy complicated by 
beri-beri is high. Karcher'' has estimated that at his clinic in 
Canton 32.1 per cent of patients admitted to the obstetrical 
department were diagnosed as having beri-beri as a complication. 
He found that pregnancy was the chief factor in precipitating 
the onset of beri-beri heart disease and that the peak age for 
women was from 20 to 30 years, that is, during the more active 
child-bearing years. 

It is obvious that there is a wide field for research when con- 
sidering avitaminosis as a cause of oedema in pregnancy. It is 
intended to undertake a biochemical and haematological survey 
of these cases in the future. The suggestion that vitamin B, 
deficiency may be the main contributory factor is merely a pious 
opinion and requires experimental corroboration. 


Relation between the blood-pressure and the onset of oedema in 15 cases 


attending the antenatal clinic. 





Period of pregnancy and 








Number Parity Age onset of oedema Blood-pressure 

Broor 2 25 34 weeks. Oedemaabsent ..._... 98 / 80 

36 weeks. Mild oedema of legs... 102/74 

40 weeks. Mild oedema of legs _... 106/74 

Post-partum. Oedema disappeared 

on second day... ... ws 98 / 60* 

B810 I 24 39 weeks. Oedemaabsent ..._... 106/80 

40 weeks. Mild oedema of legs... 102/80 
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Number Parity Age 


Period of pregnancy and 
onset of oedema 


Blood-pressure 



































Bg50 7 38 36 weeks. Oedema of legs and ab- 
dominal wall. History : oedema 
of . legs started 4 weeks 
previously des 112/80 
37 weeks. Oedema absent 110/86 
Post-partum. Oedema absent 124 /86* 
Bro23 1 22 38 weeks. Oedema absent 128/80 
Post-partum. Oedema absent 124 /78* 
Re-admitted with generalized and 
marked oedema 2% months 
later (baby died from infantile 
beri-beri) a 118/78 
B1058 2 25 36 weeks. Slight oedema of legs ... 122/90 
38 weeks. Moderate oedema of legs 122/96 
Post-partum. Oedema absent on 
second day. (Note.—Twin de- 
livery.) 120/76* 
B1070 I 23 36 weeks. Moderate oedema of legs 120/80 
37 weeks. Moderate oedema of legs 112/80 
38 weeks. Slight oedema of legs ... 112/76 
Br107 I 21 36 weeks. Slight oedema of legs ... 102/80 
37 weeks. Slight oedema of legs 128/80 
38 weeks. Slight oedema of legs 124/86 
39 weeks. Slight oedema oflegs . 116/88 
History: silght oedema of legs for 
4 weeks. 
Bii21 4 27 24 weeks. Slight oedema of legs ... 102/70 
28 weeks. Slight oedema of legs ... 100/60 
32 weeks. Slight oedema of legs ... 102/68 
Br193 I 22 36 weeks. Slight oedema of legs ... 88 /66 
37 weeks. Slight oedema of legs 96 / 76 
39 weeks. Oedema absent ... 94/70 
B1204 I 22 36 weeks. Slight oedema of feet ... 104/70 
37 weeks. Slight oedema of feet ... 98 / 68 
Bi225 g 37 34 weeks. Oedemaabsent ... * 110/80 
38 weeks. Marked oedema of feet; 
slight oedema of legs ; 124/92 
40 weeks. Marked oedema of feet: 
slight oedema of legs 128/98 
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Period of pregnancy and 





Number Parity Age onset of oedema Blood-pressure 
B1300 3 40 34 weeks. Oedema absent ...... 120/84 
36 weeks. Slight oedema of legs ... 126/84 





B1394 3 30 36 weeks. Moderate oedema of legs. 
History: oedema of legs for 6 





WREKS: x05) eee Jans ices ase, QOLOM 
B1497 I 21 38 weeks. Slight oedema of legs ... 112/82 
40 weeks. Slight oedema of legs ... 120/86 





B1533 3 22 38 weeks. Moderate oedema of legs 118/78 
39 weeks. Moderate oedema of legs 114/78 
40 weeks. Moderate oedema of legs 114/74 
History: oedema of legs for 3 
months. 





* Average readings on 4 successive days. 


Thus the systolic blood-pressure at onset of oedema=115.87 
+2.41 mm. Hg., and the diastolic blood-pressure = 80.00 
+2.009 mm. Hg. 


TREATMENT. 


The case of a pregnant or parturient woman with marked 
oedema must be considered a grave obstetrical emergency and 
requires immediate treatment. The routine adopted during the 
past few months has been as follows :— 

Fluid restriction. It seems obviously illogical to force fluids 
on already ‘‘waterlogged’’ patients. For the first 24 hours the 
fluid intake is restricted to 20 ounces of a 30 per cent solution of 
glucose by mouth. At the end of this period one will know how 
much urine is being passed. On subsequent days the amount of 
fluid given by mouth is 2 ounces less than the urinary output of 
the previous 24 hours. If there is little urine one maintains the 
daily intake of fluid at 20 ounces. 

Administration of diuretics. There are a number of diuretics 
which can be used. Euphyllin (a compound of amphoteric 
theophylline and ethylene diamine) has been given by the intra- 
muscular or intravenous route. Salyrgan has been tried but in 
2 cases it was followed by diminution of urinary output and the 
appearance of albumin, 

Intravenous glucose. One has had no hesitation in giving 50 
or 100 c.c. of 50 per cent solution 4-hourly during the first 24 
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hours. A deleterious effect has not been noticed. The adminis- 
tration of glucose intravenously in high concentration is valuable 
in that it has a diuretic action, reduces oedema by reason of its 
osmotic power, nourishes the heart and assists the liver in its 
detoxicating function. It also lowers the blood-pressure as can 
be seen in the following case of generalized oedema. Before the 
first injection the blood-pressure was 130/100, after 118/90. Four 
hours later the blood-pressure was 120/90, and after the second 
injection it was 110/76. A third intravenous injection was given 
after another 4 hours had elapsed, the blood-pressure before the 
injection being 120/70 and after 114/70. In all cases: of pre- 
eclampsia and eclampsia one is now using intravenous glucose. 

Vitamins. Ryzamin ‘‘B’’ in doses of 1.2 g. has been given 
by the mouth 4-hourly in mild cases. It is obvious that if these 
patients are suffering from a vitamin B, deficiency then large 
doses of this vitamin are necessary and in a form which can be 
rapidly assimilated. For this reason it is preferable to give this 
vitamin by the subcutaneous or intravenous route and in this way 
ensure rapid absorption. For this purpose betaxin in the doses 
of 1,200 units has been given. 

Cardiac stimulants. When there is obvious cardiac embar- 
rassment coramine is given 4-hourly. 

Favourable reports have been received of the beneficial effects 
of thyroid administration. Barczi’* in 1929 showed that in mild 
cases 0.4 gm. given daily for 3 weeks caused dispersal of the 
oedema. It would seem that the use of 5 to Io gr. of the 
extract of this drug could be extended especially to those cases 
of mild oedema seen antenatally. He suggested that it did not 
act as a diuretic but influenced the whole endocrine system. 
Pregnant women seem to have a particular tolerance to thyroid 
extract. 

The question of induction of labour is still sub judice. It is 
frequently stated that in pregnancy complicated by a systemic 
disease it is the disease which should be treated primarily and 
interference with the pregnancy should be avoided. One is of 
the opinion that this applies with equal force to oedema in 
pregnancy. On the other hand it is remarkable how rapidly the 
oedema disappears after delivery. Platt® has stated that com- 
plete rest in bed for a period of about 18 hours has sufficed to 
relieve the symptoms of vitamin B, deficiency in subacute beri- 
beri. In view of this it would seem more advisable first to treat 
the more urgent condition of oedema before resorting to induc- 
tion of labour. 
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In dealing with cases of mild oedema one would suggest that 
treatment should be carried out as above but on a modified scale. 
The importance of weighing the patient at each antenatal 
examination needs to be stressed. In this way one can tell at an 
early date whether there is a hidden retention of fluid. 


SUMMARY. 


1. Pregnant women with oedema—mild, moderate, or marked 
—unassqciated with signs or symptoms of pre-eclamptic toxaemia 
require just as careful supervision as those who obviously are 
suffering from some grave pathological lesion. 

2. In the treatment of marked oedema 50 to 100 c.c. of a 50 
per cent solution of glucose should be administered intravenously. 
If the condition is considered to be due to vitamin B, deficiency 
this vitamin must be given, and in severe cases preferably by the 
subcutaneous or intravenous route. 

3. It has been suggested that an interrelation exists between 
vitamin deficiency, the endocrine system and the condition of 
toxaemia of pregnancy. 

4. The weight of the patient is the best test for decrease or 
increase of oedema. 

5. With the onset of oedema there is little appreciable dif- 
ference in the blood-pressure compared with the average reading 
in the group of pregnant women who are not oedematous. 


I wish to express my indebtedness to my colleague, Professor 
Ride, for his valuable assistance in the compilation of the 
statistics which appear in this paper and for helpful advice. 
Without a grant from the Ella Sachs Plotz Foundation of Boston 
this investigation would have been impossible, and I, therefore, 
gratefully acknowledge their generosity. The Director of Medicai 
Services has allowed me every facility, and my thanks are due 
to him as well as to my assistants, Dr. Yang Lin and Dr. Eva 
Ho Tung, for their help in the treatment of cases. 
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Four cases of General Peritonitis following 


Childbirth; Operation; Recovery. 


BY 


R. RUTHERFORD, F.R.C.S. 


Case 1. Mrs. S., aged 29 years. 

Past history. Nothing of importance. 

Obstetric history. One normal labour with live child 2 years previously. 

History of pregnancy in question. Morning sickness throughout. No 
history of vaginal discharge. 

History of confinement. A full-time living child was born on the morning 
of August 2nd, 1936, after 234 hours’ labour, neither doctor nor nurse being 
present. There was a perineal tear not involving the sphincter; placenta 
and membranes were born soon after the child, and were complete; there 
was fever to 100°F. the night of delivery; there was no excessive post-partum 
loss. Fever was continued throughout the next day, but no history of rigor 
was elicited. Antistreptococcal serum (40 c.c.) given by the medical 
attendant. 

Condition on examination on third day after delivery: Cheeks flushed, 
pulse-rate 144, temperature 1o1°F., respirations 24. Cardio-vascular system : 
soft systolic bruit at apex probably not organic. Respiratory system: no 
dullness on percussion; breath sounds normal. Digestive system: No sore 
throat, no careous teeth; abdomen distended but not rigid or tender; shifting 
dullness in the flanks but no fluid thrill; 5 c.c. turbid fluid withdrawn from 
peritoneal cavity by paracentesis; rectal examination did not show any 
tenderness or fixation of the uterus. No vomiting. Genito-urinary system: 
urine normal, lochia not offensive, perineum had been sutured but the sutures 
were cutting out and were removed; a cervical smear was taken. 

On these findings general peritonitis was diagnosed and the patient 
advised to come into hospital; she refused, but consented the following day. 

Bacteriology. Cervical smear: negative for haemolytic streptococci. 
Nurse’s throat swab: negative for haemolytic streptococci. Fluid from 
abdominal cavity. Cells: lymphocytes and polymorphonuclear leucocytes; 
no tubercle bacilli or other organisms seen in films examined; no growth on 
solid or in fluid media. Blood examination: group 4, urea 54 mg. per cent; 
red blood-corpuscles, 3,150,000 per c.mm.; white blood-corpuscles, 14,200 
per c.mm.; haemoglobin, 60 per cent; colour index, 0.95. 

Treatment. On admission to hospital, i.e. on the fourth day of the 
puerperium, suprapubic drainage under spinal anaesthesia was carried out, 
three tubes being used, one in the pouch of Douglas and one in each iliac 
fossa; much purulent fluid escaped. She became non-febrile 2 days after 
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operation, and on that day the bowels moved. On the fifth day after 
operation the abdominal distension had completely subsided and the puru- 
lent discharge, hitherto profuse, had become scanty; the tubes from the 
iliac fossae were then removed. On the eighth day after operation, i.e. on 
the eleventh day of the puerperium, the remaining tube was removed. 
She was allowed up on the tenth day after operation, her convalescence 
was uneventful, and she was discharged to her home on the twenty-third 
day of the puerperium. 

The features of this case are: (1) Short, unattended labour; (2) absence of 
manual or instrumental interference; (3) fulminating onset. (4) absence of 
abdominal pain and absence of vomiting; (5) abdominal distension, fever, 
and free fluid in the peritoneal cavity to point to the diagnosis; (6) laboratory 
findings, with exception of purulent peritoneal fluid, negative. 


CasE 2. Mrs. P., aged 37 years. 

Past history. Nothing of importance. 

Obstetric history. Primipara. One month before confinement she had 
a trace of albumin in her urine which cleared up in a fortnight with treat- 
ment. Labour began at 6 a.m. on January 13th, 1937; membranes 
ruptured artificially at 1 p.m. on January 14th; full dilatation of os at 
7 p.m.; forceps applied at 9.45 p.m.; live, full-time child delivered; placenta 
removed manually at 11.15 p.m., said to be complete, but membranes 
ragged; perineum intact; duration of labour, 39 hours. She developed 
fever 2 days after delivery; treatment with colsulamyde was instituted 
forthwith, and as the fever showed no signs of abatement she was trans- 
ferred to the isolation hospital. 

Condition on examination on ninth day of delivery: Cheeks flushed, 
tongue moist, temperature 101, pulse 140, respirations 24, breasts normal. 
Cardio-vascular system: nothing abnormal detected. Respiratory system: 
nothing abnormal detected. Digestive system: throat normal, edentulous; 
abdomen distended and tympanitic, no dullness in flanks, no abdominal 
tenderness or rigidity; diarrhoea present; no vomiting. Genito-urinary 
system: urine contains a trace of albumin; no oedema; uterus 3 fingers above 
pubes, not tender on palpation; no sign of pelvic cellulitis; lochia scanty but 
not offensive; cervical smear taken. 

Bacteriology. Urine: reaction acid. Deposit consists of amorphous 
urates. No tubercle bacilli seen in films examined. Films show a few pairs 
of gram-positive cocci; culture yields a scanty growth of staphylococcus 
albus. Cervical smear: Negative for haemolytic streptococci. Films show 
gram-positive cocci in short chains and in pairs; culture on solid and fluid 
media yields a growth of enterococci and staphylococcus albus. Blood for 
grouping: Group 2. 

On the day of admission to the isolation hospital she was given 20 c.c. 
glycerine into the uterus. On the following day (tenth day of puerperium) 
she was still feverish, there was no complaint of pain of any kind, the 
abdomen was still distended the bowels having acted, and the flow of 
lochia was more profuse. On the eleventh day of the puerperium the patient 
complained of a burning pain in the abdomen. There was pain on palpation 
just above the pubes, and there was dullness in the flanks; paracentesis of 
the peritoneal cavity was practised but no fluid was withdrawn, Abdominal 
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tenderness was particularly marked on lifting the hand after palpating 
the abdomen; general peritonitis was diagnosed, and as the patient’s general 
condition was rapidly deteriorating, it was decided not to move her to the 
operating theatre. The lower abdomen was infiltrated with 0.5 per cent 
novocain, and an incision 2% inches long made in the mid-line below the 
umbilicus. When the peritoneum was incised there was a gush of yellow 
oily fluid, a sample of which was taken and report on which is appended. 
Three tubes were inserted, one in the pouch of Douglas and one in each 
iliac fossa. There was a gush of purulent offensive fluid from each tube 
immediately, and the patient thereupon expressed great relief from her pre- 
operative pain, was not at all upset by the operation, and her demeanour 
was much calmer and more settled; in short, the change for the better was 
dramatic. 

Bacteriology of abdominal fiuid. Cells, polymorphs; no tubercle bacilli 
seen in films examined; films show a few gram-negative bacilli and gram- 
positive cocci in pairs; cultures on solid and in fluid media yield a scanty 
growth of coliform bacilli and staphylococcus albus. Drainage was profuse 
and gradually tailed off; the fever subsided by lysis on the fifth day following 
operation, and two days after that drainage was discontinued. There was a 
recurrence of fever that day, and a mass could be felt in the right iliac fossa; 
this was explored through the wound by means of a blunt pair of artery 
forceps, and as pus did not escape the mass was thought to be matted 
omentum, and such it proved to be, as it subsided with hot fomentations 
without escape of pus, and subsidence of fever 4 days after discontinuing 
drainage, i.e. on the twenty-third day of the puerperium; recovery was then 
uneventful. After a non-febrile interval of 7 days she was discharged. 

The features of this case are: (1) Instrumental and manual interference; 
(2) slow onset of peritonitis; (3) absence of abdominal pain until the abdomen 
was full of pus, absence of vomiting, and diarrhoea a feature; (4) the pos- 
sibility of operating aseptically in a hospital bed thereby sparing physical 
and psychic shock; (5) immediate amelioration in condition on opening the 
peritoneum. 


CasE 3. Mrs. L. Aged 26 years. 

Past history. Nothing of importance. 

Obstetric history. Primipara. After 36 hours in labour a 7-pound 
male infant was delivered by forceps at term, the perineum was slightly. torn, 
and an adherent placenta was removed manually followed by post-partum 
haemorrhage. There was pyrexia to 99°F. following delivery, and on the 
fifth day after delivery the fever became more marked; on the seventh day 
of delivery there was complaint of pain in the right leg; there was no history 
of a shivering attack, the infant had been kept on the breast until admission 
to hospital on the ninth day of the puerperium. 

Condition on examination. Rather pale, fairly well nourished, lips 
cracked and bled easily, constipated. Examination of the abdomen was 
negative with the exception of a small tender area above the right inguinal 
ligament; this, in conjunction with pain in the right calf with oedema up to 
the knee, was suggestive of a thrombosis of the deep veins. The temperature 
was raised to 103°F., the pulse-rate 144; there were no physical signs in heart 
or lungs; owing to retention of urine her bladder had been catheterized twice 
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daily since confinement. Pelvic examination showed the cervix to be soft and 
not obviously lacerated, the uterus was not tender, and there were no signs of 
inflammatory thickening of the pelvic cellular tissues, and on the introduc- 
tion of a No. 12 catheter into the uterine cavity there was a flow of thin, 
yellow, non-odorous pus; 40 c.c. of glycerine was introduced into the uterus. 
The condition was diagnosed as puerperal septicaemia with associated 
pyometra and thrombophlebitis. 

Laboratory findings. Blood examination: Red blood-corpuscles, 2,500,000 
per c.mm.; white blood-corpuscles, 20,000 per c.mm.; haemoglobin, 50 per 
cent; colour index, 1; polymorphs, 90 per cent; lymphocytes, 10 per cent; 
group 4. Pus from uterus: No tubercle bacilli seen in films examined. Films 
show gram-positive cocci in short chains. Cultures on solid and in fluid media 
yield a growth of streptococci of a low degree of haemolysis and non-clot 
digesting. Urine: Reaction acid; deposit consists of epithelial blood-cells 
and a few small granular casts. Films show a few pairs of gram-positive 
cocci and culture yields a scanty growth of staphyloccccus albus. 

On the day following admission, i.e. the tenth day of the puerperium, the 
abdomen began to become distended, but there was no tenderness on palpa- 
tion, nor was there any dullness in the flanks. The patient’s condition deterior- 
ated during the next few days without definite signs of abdominal mischief; 
meanwhile prontosil gr. 10 had been given by mouth three times a day. On 
the fifteenth day.of the puerperium there was a tender swelling in the right 
iliac fossa continuous with the uterus, this being diagnosed as an acute 
" salpingitis. The patient was then so gravely ill that surgical interference 
was thought to be inadvisable; 20 c.c. of anti-streptococcal serum were given 
intravenously; on this day diarrhoea began to manifest itself. Five days 
later there was increased resistance in the right lower quadrant of the 
abdomen, and in spite of her grave condition it was thought that surgical 
intervention should be given a chance. Without removing the patient from 
her bed the lower abdomen was infiltrated with 4% per cent of novocain and a 
24-inch incision made in the mid-line below the umbilicus. On opening the 
abdomen there was a little straw-coloured fluid and well-marked congestion 
of the peritoneum; a gently exploring index finger felt the right tube ard 
ovary to be swollen and fixed in an inflammatory exudate; three drainage 
tubes were inserted into (1) pouch of Douglas, (2) right iliac fossa, (3) left ilia: 
fossa. The patient was not in the least upset by the operation, which, 
lasted 20 minutes. The day following operation there was a fair amourt of 
serous drainage from the wound which became so profuse on the third post- 
operative day that she required to be dressed three times, and this was 
followed by a profuse purulent vaginal discharge. The abdominal discharge 
did not become purulent until 7 days after operation; at this time, although 
not in urgent need of blood transfusion, it was thought that by this means 
her resistance would be increased, and she was accordingly given 450 c.c. 
of citrated blood over a period of 1% hours so that no undue strain would 
‘be put on a certainly toxic myocardium. The abdominal wound still con- 
tinued to discharge pus profusely, and on the twelfth post-operative day a 
faecal fistula developed. The tubes were at once removed as it was obvious 
that one of them had ulcerated into the bowel. The faecal fistula healed 
6 days after its commencement, and during the post-operative period she 
steadily gained ground, although still feverish. On the twenty-seventh post- 
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operative day (forty-fifth day of puerperium) she developed an abscess of 
the right calf on the outer side; this was drained under local anaesthesia. 
Four days following, the temperature became normal and remained so. She 
was kept in hospital a further 4 weeks to regain muscular tone and then 
discharged to a convalescent home. 

The features of this case are: (1) Instrumental delivery with rupture of 
perineum and manual removal of placenta; (2) gradual onset of peritonitis, 
the focus being the right Fallopian tube; (3) diarrhoea a feature, abdominal 
distension a feature, lack of abdominal pain and vomiting; (4) prolonged 
tube drainage a factor in producing faecal fistula; (5) the advantage of open- 
ing the abdomen under local anaesthesia without moving the patient to the 
theatre. 


Case 4. Mrs. B., aged 27 years. 

Primipara. Had classicai Caesarean section for generally contracted 
pelvis. Anaesthetic, spinocaine. Interspinous diameter, 8 inches; inter- 
cristal, 9 inches; external conjugate, 7 inches. During a preliminary trial 
labour of 12 hours the foetal head remained above the brim. Vaginal 
examination had not been done. 

Two days later she had a rise of temperature in the evening; prontosil 
was given by mouth, the blood was taken, and a smear taken from the 
cervix. Red blood-corpuscles, 4,200,000; haemoglobin, 63 per cent; white 
blood-corpuscles, 15,000; polymorphs, 95 per cent; lymphocytes, 5 per cent. 
The cervical smear was negative to haemolytic streptococci. There was no 
recurrence of temperature until the ninth post-operative day. It was noted 
that the uterus did not involute normally and was slightly tender; little 
importance was attached to the tenderness on account of the abdominal 
incision. The lochia were normal. 

On the ninth post-operative day, after a hearty dinner, she suddenly 
collapsed. The temperature went to 101°F., the face was livid, there was 
urgent dyspnoea, pulse-rate 130, and she seemed on the point of expiring. I 
called in a medical colleague who excluded pulmonary embolus, which f 
suspected because of the dramatic onset. The peritoneal cavity was aspirated 
for pus, but none found. Without moving the patient from her bed the 
abdomen was infiltrated with % per cent novocain and a separate 2-inch 
incision made in the mid-line below the umbilicus, foul-smelling pus was 
evacuated, two drainage tubes were inserted, and the wound closed round 
them. Smears from the abdominal cavity and from the cervix were taken. 
Pus from abdominal cavity: films show gram-positive cocci in pairs, short 
chains and clusters; no growth on solid, fluid, or blood-agar medium aerobic- 
ally and ancerobically. Swab from cervix: Negative for haemolytic strepto- 
cocci, culture yields a growth of staphylococcus albus and diphtheroid 
bacilli. 

It was decided that a blood transfusion would be a help in her convales- 
cence and this was done the day following operation. During the next few 
days drainage was profuse but tailed off on the sixth day when the tubes 
were removed; it was noted that the uterus involuted very slowly, but there 
was no recurrence of fever following drainage. Her progress was uninter- 
rupted and she was discharged 18 days following operation. 

Looking at the case in perspective it seems that an abscess formed be- 
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tween the uterus and the abdominal wall, presumably an infection from the 
uterine cavity. The dramatic change in her condition on the ninth post- 
operative day can be ascribed to a sudden bursting of the abscess and the 
flooding of the peritoneal cavity with pus with the production of profound 
shock. 

The features of this case are: (1) General peritonitis following on 
Caesarean section; (2) a sudden flooding of the peritoneal cavity with pus 
producing severe shock; (3) peritoneal shock simulating pulmonary embolism; 
(4) laparotomy under local anaesthesia without moving the patient from her 
bed; (5) the probable influence of prontosil in suppressing fever in the 
continued presence of its cause. 


Tender Subjective 








Distension Diarrhoea and/or rigid pain 

Case 1 Yes No No No 

Case 2 Yes Yes No Yes 

Case 3 Yes Yes No No 

Case 4 Yes No No No 
DIAGNOSIS. 


From a study of the foregoing cases it appears that the acute 
abdomen following confinement is unlike those cases of general 
peritonitis seen apart from pregnancy; vomiting is expected in 
the pre-peritonitic and post-peritonitic stages of acute appendi- 
citis; agonizing pain is expected when the peritoneum is flooded 
with gastric contents following perforation of an ulcer, and the 
rigid abdomen is the handmaiden of that pain. The main features 
of the cases in question were those of a profound toxaemia; slight 
abdominal distension was a feature of them all; tenderness and 
rigidity of the abdomen were absent in all 4 cases. Case 4 was 
thought at first to be one of pulmonary embolus! Although free 
fluid was present in all cases, it was only found by aspirating the 
abdomen in Case I. 


TREATMENT. 


If general peritonitis is suspected operation should be per- 
formed; the risk is negligible. It has been shown in Cases 2, 3, 
and 4 that the abdominal wall can be infiltrated without moving 
the patient from her bed. The subsequent steps are analagous to 
opening and draining an abscess, no more is permitted; it is not 
laparotomy. With regard to drugs the sulphonamide group 
should be used, remembering that operation comes first if 
peritonitis is suspected. 

Cases 2 and 3 developed general peritonitis after intra-uterine 
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glycerine. Unless glycerine can be introduced into the uterine 
cavity without pressure, its use had better be discontinued. The 
same pressure that forces the glycerine into the uterus may force 
infected material up one or other Fallopian tube and set up 
general peritonitis. If glycerine must be used it would be wise 


to use an additional tube as a safety valve or merely run it into 
the vagina. 





The Injection Treatment of Stress Incontinence 


BY 


Bryan C. Murtess, M.B. (Camb.), F.R.C.S. (Ed.), M.C.O.G. 
Obstetric Registrar, St. Mary’s Hospital. 


THE injection of sclerosing solutions has for some years been 
used as a method of treatment in ailments such as varicose 
veins, hydrocele, ganglion and inguinal hernia, the irritant solu- 
tion stimulating the formation of fibrous tissue. 

Successful reports of this method in cases of inguinal hernia 
has prompted its trial for stress incontinence in patients who 
present varying degrees of anterior vaginal wall prolapse and 
in whom the main symptom is inability to hold water on 
coughing or straining. 

Patients are commonly met with in gynaecological clinics 
who with a degree of prolapse, too slight to warrant operation 
per se, require some effective treatment for their stress 
incontinence. 

In reviewing the literature I cannot find any report of the use 
of sclerosing fluids in stress incontinence, although urethroceles 
have thus been treated. Gersuny’ reported a case of fistula 
which he successfully treated by injecting paraffin. The method, 
however, does not seem to have been continued. 

In this first series of 20 cases a fair degree of success has 
been met with. For classification cases have been divided into 
first, second and third degrees according to the severity of the 
anterior vaginal wall prolapse. 


Degree 1 Cases. 

The patients in this class had a very slight degree of 
prolapse affecting the lower part of the anterior vaginal wall, 
where the skin is baggy, wrinkled and thickened over the 
urethra. In most of these patients a sound can be passed along 
the urethra upwards and backwards, and there is not any sign 
of a urethrocele. 


Degree 2 Cases. 
The patients in this class had, on straining, definite prolapse 
of the anterior vaginal wall. 
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Degree 3 Cases. 

The patients in this class had a moderate descent of the 
anterior vaginal wall with some slight descent of the cervix, 
usually described as first stage of prolapse. 

As might be expected, the results of the treatment by injec- 
tion are more successful the less the degree of prolapse of the 
anterior vaginal wall. 


ANATOMY AND MECHANICS OF STRESS INCONTINENCE. 


It is not clearly understood upon what factors normal con- 
tinence depends, but it is probably a combined action of the 
following anatomical structures : — 

(1) The external closing mechanism, sometimes called the 
hiatus urogenitalts, is probably the most important factor. This 
combination of muscle and fascia surrounding the urethra 
depends to a great extent for efficient action on the underlying 
support which in average cases of prolapse is lacking. 

(2) The compressor urethrae muscle. This is sometimes 
called the external sphincter, but it is not really a true sphincter. 
It is formed of striated muscle and lies between the layers of the 
urogenital diaphragm forming a cuff-shaped tunnel round the 
urethra. 

(3) The trigonal sphincter. This is a group of muscle fibres 
forming a sling round the anterior wall of the urethra. It is 
doubtful whether, either functionally or anatomically, it can be 
distinguished from the compressor urethrae muscle. 

(4) Sphincter vesicae. This structure is the circular muscle 
coat of the upper portion of the urethra and not anatomically 
demonstrable as an orbicular sphincter. That the sphincter 
vesicae is of undoubted functional importance is proved by 
resistance to the passage of a sound upwards and to pressure 
downwards when a patient with opaque fluid in the bladder is 
screened in the act of straining as if micturating. 

Injury to this system of musculature is most commonly 
caused by compression of the structures during parturition be- 
tween the symphysis pubis and the foetal head or the obstetric 
forceps. The muscles of the urethral wall and the compressor 
urethrae are probably most commonly injured with consequent 
weakening, stretching and gradual loss of contractile power. 
At the same time perineal laceration and stretching of the 
vaginal outlet weaken the support for the external closing 
mechanism to function properly. 

Urinary incontinence gradually develops, usually after a 
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period of years, sometimes associated with prolapse of the 
anterior vaginal wall. The damaged muscle tissue cannot be 
restored, but support for the external closing mechanism can 
be supplied by removal of a small piece of the anterior vaginal 
wall or the buttress operation described by Berkeley and 
Bonney.* The final result of the operation is to supply some 
hard scar tissue as a support for the external closing mechanism 
to act on. 

An attempt has here been made to supply some support ot 
fibrous tissue by injecting a sclerosing solution. 


TECHNIQUE OF THE INJECTION. 

The fluid used in all cases is a 5 per cent solution of sodium 
morrhuate. Since the treatment was purely experimental the 
quantity injected and the technique varied slightly in different 
cases. In the earlier cases larger quantities were given at one 
injection but experience showed that repeated smaller injections 
gave a better result. At first light anaesthesia was used but this 
was soon discarded as unnecessary, the injections causing sur- 
prisingly little pain. 

The following technique was found to be the most suitable 
in the majority of cases. The lithotomy position is advisable, 
but not essential. The exposure of the urethral orifice and 
lower vaginal wall is more complete in this position and greatly 
facilitates the injections, especially at the first treatment. Later, 
injections may be made in a lateral position as the site of the 
last injections can usually be ascertained by hardening or ulcer- 
formation. The labia are separated with the finger and thumb 
of the left hand and the site of the injection cleaned with some 
mild antiseptic such as I in 1,000 biniode of mercury. A 5 c.c. 
record syringe is used with a fine needle. The urethral orifice 
is inspected and such conditions as chronic urethritis, prolapse 
and caruncle excluded. A bladder sound is now passed into the 
urethra to ascertain its direction and to exclude the existence of 
a true urethrocele. At the first injection 1 c.c. of solution is 
given beneath the skin of the vaginal wall in the midline just 
above the urethral orifice. The plunger should be slightly with- 
drawn before the injection to make sure that a blood-vessel is 
not pierced. The second injection is given a week later, and 
consists of two injections, first 1 c.c. of solution is injected at 
the same site as before, and, second, a para-urethral injection is 
given, 4 c.c. being injected beneath the skin to either side of the 
urethral orifice. 
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The patient is seen again in 14 days when a further injection 
of 2 c.c. of the solution is given in the midline } inch above the 
site of the first injection, provided the symptoms still persist 
and the vaginal wall has not sloughed. The injections are now 
repeated at intervals of 14 days until the symptoms are cured. 
It is recommended that not more than 2 c.c. of the solution be 
used at a time and that not more than } c.c. be injected at 
either side of the urethra. Hardening round the lower part of 
the vaginal wall and urethral orifice is usually felt if the patient 
be examined at an interval after the second treatment. 


SEPARATION OF A SLOUGH. 

In most cases it is found that a slough measuring a } inch in 
diameter will separate in the midline after the second or third 
injection. Jn these cases further injections are not given until 
the ulcer has healed, and by this time, in many cases, the 
symptoms of stress incontinence will be found to have disap- 
peared and further treatment will not be necessary. It was 
generally found that better results were obtained in those cases 
in which a slough separated, due no doubt to the contraction 
of the resulting scar tissue. In all cases the separation of the 
slough and the resulting ulcer were completely painless, the only 
complaint of the patient being occasionally a slight brown 
discharge which usually lasted 3 to 4 days. 


Use oF A RING PEssaryY. 

In cases in which there was any marked degree of prolapse 
of the anterior vaginal wall a ring pessary was inserted after the 
first injection and left in position until the treatment was finished, 
to support the vaginal walls during fibrosis or healing of the 
ulcer after separation of the slough. In cases in which there was 
any marked prolapse the general result obtained was not good. 


REVIEW OF CASES. 

Twenty patients in all have been treated. Of these 12, or 
60 per cent, were completely cured. In none of these patients has 
stress incontinence recurred within 12 months. Five patients, 
or 25 per cent, showed marked improvement, i.e., urine was 
voided only on severe coughing or straining, and they were 
comfortable compared with their previous condition. The in- 
jections in these cases were usually stopped at the patient’s 
request because they thought that the relief they had obtained 
was sufficient. Three patients, or 15 per cent, did not show any 
improvement. Two of these were cured by operation. 


70 














INJECTION TREATMENT OF STRESS INCONTINENCE 


A section of the piece of vaginal wall removed from the patients 
operated upon showed considerable thickening and fibrosis of the 
subcutaneous tissues. All the patients treated had borne 1 or more 
children and in most there was a history of a long and difficult 
labour, completed by the delivery of a large baby with the forceps 
was obtainable. Although the damage to the tissues is un- 
doubtedly acquired during parturition it is noteworthy that in the 
majority of patients symptoms of stress incontinence appear only 
after a lapse of several years. This delay is probably due to the 
gradual stretching of the tissues and the development of an 
anterior vaginal wall prolapse which is especially. prone to occur 
about the time of the menopause. The duration of symptoms 
before relief was sought varied from 4 weeks to 2 years and the 
better results from those cases of short duration may be seen from 
the table. 

The number of injections necessary for cure varied from 1 to 
7. In some patients signs of improvement were late in appear- 
ing, and in these the long period necessary for treatment made 
the patients tired of attending while their symptoms failed to 
improve. In 2 cases complete cure was obtained 1 week after 
the first injection. Sloughing of the anterior vaginal wall occurred 
in 12, or 60 per cent, of cases, and was a good sign as regards 
prognosis of the end result. Of the 12 patients in whom a slough 
was produced by the injection 75 per cent were cured. In 2 
patients symptoms of stress incontinence had recurred following 
a repair operation for prolapse. In neither patient was there 
any sign of recurrence of the prolapse, and both were cured by 
the injection treatment. 


DANGERS. 


1. Sloughing of the urethra. Since a slough of the anterior 
vaginal wall is produced in the majority of cases it seems pos- 
sible that a slough of the urethra might occur. This accident 
did not happen in any case in this small series. To produce a 
urethral slough it would probably be necessary to inject the fluid 
into the urethral wall. This can always be avoided if a sound is 
passed to ascertain the position.of the urethra before the injec- 
tion is made. 

2. Collapse following injection. Following the injections of 
5 per cent morrhuate for varicose veins, cases of oversensitivity 
and collapse have been reported. M. L. Dale* reports the case 
of a patient who had a severe general reaction signified by 
bradycardia, cyanosis and coma. The patient recovered after 
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TABLE OF CASES. 





Total Sloughing Degree of 





No. of No of ant. lower ant. 
Duration of No. of Ageof injec- ofc. vaginal vaginal wall 
Case Age symptoms children youngest tions given wall prolapse Result 

I 35 2 years I 2% I 2 No : Cured. 

2 48 4 weeks I 12 4 6% Yes II Cured. 

3 35 I year 2 6 5 9 No Ill No improvement. 
Cured by opera. 
tion. 

4 32 14% years 3 1% 4 6 Yes II Improved after 1 
injection. Synip- 
toms recurred 
Lost trace of. 

5 56 3months 8 8 4 8 Yes II Cured. 

6 41 2 years 3 9 4 10 Yes II No improvement 

4 35 3 months I 10 6 12.5 Yes II Cured. 

8 66 3 months 7 Sy I 4 No II Cured. 

9 44 I year 5 2 1 4 No ‘| Improved. 
touch with. 

10 58 2 years 3 22 4 12 Yes Ill Cured. 

II 40 3 months 2 12 2 3 Yes I Cured. 

12 55 6 months 9 27 I I No I Cured. 

13 35 4 years 2 yy I 2 Yes I Cured. 

14 62 I year I 25 3 2 Yes I Cured. 

15 31 6 years 2 6 I 2 No m No improvemeut 
Lost trace of. 

16 35 3 years 2 3% I 2 Yes I Cured. 

17 59 6months 4 20 7 8 Yes II Improved. 

18 60 I year 2 30 2 355 No II Improved. 

19 43 7 years I 7 2 3 Yes II Cured. 

20 2 2 3 No II Improved. 


52 5 years 17 





injection of epinephrine m. ro. K. N. Lewis‘ reports a similar 
case following an injection of 1.5 c.c. of solution. This patient 
had had a course of sodium morrhuate injections 3 years pre- 
viously. L. L. Praver’ contends that cutaneous and nitritoid 
reactions follow administration of 5 per cent solution in 3 per 
cent of cases. There was not any sign of general or local re- 
action in any patient in this series. 

3. Stricture of the urethra. It seems possible that further 
treatment by this method might produce urethral stricture. There 
was not, however, in any patient a sign of such a complica- 
tion. It is common knowledge how difficult it is when operating 
to produce a permanent urethral stricture in the female, and 
it seems unlikely that this method should do so. 
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SUMMARY. 


(1) Twenty patients suffering from stress incontinence fol- 
lowing parturition have been treated by injections of sodium 
morrhuate solution. 

(2) Most patients had varying degrees of anterior vaginal 
wall prolapse. Patients with only slight degrees of prolapse, or 
none at all, have the best chance of cure by this method. 

(3) A slough of the anterior vaginal wall separates in the 
majority of the cases treated, and this seems to favour a good 
end result. 

(4) Dangers of injecting this sclerosing solution are (a) 
sloughing of the urethra, (b) collapse following the injections, 
(c) urethral stricture. These complications did not result in any 
of the patients treated. 

(5) The cure-rate in these patients was 60 per cent. The 
cure-rate in such patients operated upon is probably in the 
region of 98 per cent. In some cases an additional disadvantage 
to the injection method is the long period necessary for treat- 
ment. ; 


CONCLUSIONS. 


The injection method should prove useful in cases in which 
(x) Stress incontinence following parturition exists without pro- 
lapse or with a very slight degree of prolapse, (2) stress incon- 
tinence recurs following repair of a prolapse without recurrence 
of the prolapse, and (3) old patients, and in patients in whom 
it is especially desirable to avoid operation. 

Further trial of the method with different sclerosing fluids 
and alterations to the technique may improve the value of the 
method. 


My thanks are due to the Honorary Gynaecological Staff of 
St. Mary’s Hospital for permission to treat these patients who 
were under their care. 
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A case of Secondary Amenorrhoea, Unusually 
Resistant to Oestradiol Benzoate and its 
Successful Treatment. 


BY 


GEORGE L. Foss, M.A., B.Chir. (Camb.). 
Colston Research Fellow, 1935 to 1937. 


Clinical Assistant to the Gynaecological Out-patient Department, 
Bristol Royal Infirmary. 


THIS case presents several illustrative points which are worthy of 
mention and indicative of the importance of adequate dosage 
continued for some months before treatment with oestradiol 
benzoate may be deemed a failure. 

Case No. 60. January 18th, 1936. A single girl, who was an 
orphan, aged 18 years, was sent from the Matron of a Guardian’s 
Home in Bristol with a history of amenorrhoea of 7 months’ dura- 
tion. The Matron complained that the girl was unable to keep 
positions in daily service, as she had become unreliable, nervous, 
and difficult to deal with, and there was a definite change in her 
mental outlook; at times she became quite vacant. Physical 
examination did not reveal any organic disease and her uterus 
was small. Her periods started when she was 15 years old, 
occurred every 28 days, and lasted 5 to 7 days. There was a 
fair loss at each period necessitating the use of 5 to 7 diapers. 
She complained at times of slight dysmenorrhoea. The periods 
ceased to appear 7 months prior to her admission to hospital. 
There were not any signs of pregnancy. A skiagram of the 
pituitary did not reveal any abnormality. 

Treatment. It was decided to give her 5 bi-weekly injections 
and induce oestrin withdrawal bleeding and continue cyclical 
treatment in gradually reduced doses. After 450,000 I.B.U. 
(45 mgm.) in 15 days followed by a rest for 13 days there was 
not any sign of bleeding. A second course of 5 x I0 mgm. was 
given and again without bleeding after 13 days. 

Dosage was then reduced to 5 x5 mgm. in 15 days and the 
patient’s uterus was curetted under general anaesthesia 8 days 
after the last injection, when the report was returned: ‘‘Portions 
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of a more or less normal resting stage endometrium.’’ Before 
curettage was carried out a Zondek-Aschheim test was found to be 
negative. 

This was an unusual failure of reaction to large doses of 
progynon and was the only case in which I had failed to initiate 
uterine bleeding in a series of about 20 cases. Therefore it was 
decided to continue bi-weekly injections for some weeks to cause 
the whole uterus to develop, and the dosage was raised to 150,000 
I.B.U., or 15 mgm., bi weekly. 

After 2,000,000 I.B.U. (200 mgm.) oestradiol benzoate in 60 
days, followed by 6 days’ rest, bleeding started and lasted 6 days, 
g diapers being soiled with fair loss. This was the first uterine 
bleeding for nearly 13 months. 

During these 6 months there was slight improvement in the 
mental condition of the patient and she was more conversant 
and lively. 

Immediately after this bleeding had stopped, treatment was 
restarted and 400,000 I.B.U. (40 mgm.) were given in 15 days, 
but again bleeding failed after 13 days. Another cyclical dose 
of 40 mgm. was, however, followed by bleeding, and curettage 
showed that this was from a premenstrual or secretory phase 
endometrium. 

The pathological report was: ‘‘Some blood clot and small 
portions of mucosa. The cytogenic cells are somewhat rounded 
in appearance. The glands are of cork-screw type and are lined 
by columnar cells and secretion is present in the lumina of same. 
The appearances are those of pre-menstrual mucosa.”’ 

This cycle must have been 46 days and curettage was then 
performed on the forty-fourth day of a long cycle. The picture 
of secretory phase endometrium could not have been obtained 
allowing that July 29th was the beginning of a proliferative 
phase of a new cycle, as interval type bleeding would then have 
been seen from a typical proliferative phase endometrium. 

The 4 injections were given between July 29th and August 
oth as cyclical rhythm was being attempted and bleeding had not 
been seen after 40 mgm. and a rest of 13 days. Thus the injec- 
tions were given unwittingly in the secretory phase. 

Another course of 5 x IO mgm. was given, resulting in a normal 
menstruation and a 32-day cycle. Dosage, now that bleeding 
seemed rhythmically established, was gradually reduced and 
alternately 5 mgm. and 10 mgm. were given in 15 days. 

Finally 5 x 5 mgm. and 5 x I mgm. were adequate to produce 
good menstrual loss in regular cycles. 
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CasE No. 60. 


This shows an irregular shaped gland which is actively secreting. The nuclei are more 

round and towards the base of the cells. The cytoplasm is much more evident and 

full of glycogen. The distension of these secreting cells gives the irregular appearance 

to the glands. The stroma cells are wider apart and blood-vessels are profuse. 
(Magnification x 330.) 














CasE No. 60. 


Curettage carried out on July 13th; on second day of bleeding, once cyclical rhythm had 

been established, showed that this was from a secretory-phase endometrium. The glands 

are larger and more irregular and distorted in shape. The stroma is very much more 
diffuse and vascular, the cells being more loosely spaced. (Magnification x 75.) 
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CasE No. 60. 
Shows one resting-stage gland. This is oval and regular. The nuclei are large and 
elongated, nearly filling the columnar cells, and there is comparatively little cytoplasm. 
(Magnification x 330.) 




















CasE No. 60. 


Section of endometrium removed by curettage on April 5th, 1936, after 120 mg. of 

oestradiol benzoate given in three cyclical doses in 79 days, 45 mg., 50 mg. 25 mg. This 

shows resting-stage endometrium. The resting-stage glands are in a densely packed 
stroma which is comparatively non-vascular. (Magnification x 75.) 




















A CASE OF SECONDARY AMENORRHOEA 


The mental improvement of the patient was now quite notice- 
able; she appeared more intelligent and was interested in her 
progress and the length of time she would have to continue treat- 
ment. She had lost her mental apathy and langour. 

Following a course of 5x1 mgm., dragees by mouth were 
substituted for injections, and for the next 15 days 1 dragee was 
given 4 times a day before food, each dragee containing 1,000 
international units of oestrone. 

After two courses of dragees, now reduced to 1 three times a 
day, she missed one period but saw one the next month and 
missed again the following month. 

Altogether since stopping the injections the patient has had 5 
periods. The loss was fairly good averaging 3 to 6 diapers, but 
was not so great as when she was receiving injections. 

For the last 6 months she has been working as a pantry maid 
at Southmead Hospital with satisfaction. She has developed 
physically, her breasts have grown larger and her weight has 
increased. Temperamentally she is more cheerful, happy and 
mentally alert, but she is rather apt to indulge in fits of loud, 
pointless mirth. 

A total dosage of 550 mgm. oestradiol benzoate was given by 
injection in 13 months. 


SUMMARY. 


Altogether this case was treated for 14 months by injections; 
for 6 months of which it was refractory even to large cyclical 
doses. Following this, dragees were given for the first 15 days of 
each cycle for 7 months. 

Following 3 months’ cyclical treatment with large doses, 
there was no endometrial response. 

A basic dosage of 200 mgm. in 60 days was necessary for a 
full proliferative phase which was then followed by withdrawal 
bleeding. 

Normal menstruation from a secretory phase endometrium 
subsequently occurred even during treatment, as proved by 
curettage. Gradual reduction in dosage was still adequate to 
maintain menstrual rhythm. 

Up to date spontaneous menstruation has been maintained 
after injections had been stopped for 8 months. 

The importance of the complete co-operation of the patient is 
admirably illustrated. 
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I am indebted to Dr. A. D. Fraser for the pathological reports, 
to Professor T. B. Davie for facilities for obtaining micro-photo- 
graphs, to Mr. H. L. Shepherd for his co-operation, and to 
Messrs. Schering Ltd. for liberal supplies of progynon. 
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A Case of Siamese Twins, Complicated by Eclampsia 


BY 


MILDRED I. Earinc, M.D., Ch.B., M.C.O.G. 


THE occurrence of Siamese twins is one of the rarer complications 
likely to be encountered in the practice of obstetrics. The follow- 
ing case may be of interest. 

Mrs. S., a primipara, aged 19 years, attended the antenatal 
clinic from the twenty-second week of pregnancy. She gave a 
history of measles in childhood as her only illness. Menstruation 
commenced at the age of 14 and had recurred regularly every 
28 days lasting 5 to 7 days. 

During her pregnancy the patient remained perfectly well— 
the urine was clear, and the blood-pressure varied between 120-80 
and 130-80 until ‘the thirty-eighth week, when it rose to 140-80. 
As a result of this rise restricted diet was advised. The urine 
was normal. 

A week later the blood-pressure had risen to 150-120, the urine 
remaining clear; oedema and headache were absent. 

It was decided that the patient should be admitted next day 
for medical induction, which was 4 days before the estimated 
date of expected delivery, May roth. 

The uterus was at that time the size of a 40 weeks’ pregnancy, 
there was not any undue distension, and there appeared to be 
one foetus in the left occipito anterior position; an X-ray 
examination was not made. Pelvic measurements were: inter- 
sacral ro inches, intercristal Ir inches, and external conjugata 
75 inches. 

On May 15th a medical induction was given. Labour com- 
menced at Io p.m., and 8 hours and 30 minutes later rupture of 
the membranes was followed by a fit. The urine was at that 
time almost solid with albumin, the face oedematous, and the 
blood-pressure had risen to 190-120. 

Treatment was commenced at once, morphine gr. } and atro- 
pine gr. 1/100 were given and colon lavage performed. 

Half an hour later there were two further fits. By this time 
a head was well down and the cervix half dilated. 

Colon lavage was repeated, and it was decided to apply the 
forceps so soon as dilatation was complete. 
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Three more fits occurred before full dilatation, which was 
present 13 hours after the onset of labour. A seventh fit came 
on during preparation for the anaesthetic. The patient was 
anaesthetized with ether on an open mask. 

On examination a small head was found in the left occipito 
anterior position. The forceps was applied, and the head de- 
livered by gentle traction after central episiotomy. 

Hard traction on the neck was without result, the shoulders 
not descending. The arms, which were lying flexed on the chest, 
were then drawn down, but there was still no advance on traction. 

On re-examination a third arm was felt, and the conclusion 
was that the cause of delay was due to locked twins. Further 
investigation, however, revealed that there was union between 
the two foetal trunks at the site of entry of the umbilical cord. 
Up to this stage in the procedure the first twin was alive. It then 
appeared that embryotomy might be necessary. 

Further traction and manipulation of limbs was carried out, 
until both arms of the first foetus, with the right arm and left leg 
of the second foetus were at the vulva. Eventually, by traction, 
the lower extremities of both children were delivered, and, lastly, 
the thorax and head of the second child slipped out. The 
children were stillborn. 

The episiotomy wound was repaired immediately, and 20 
minutes after a single placenta was expelled. 

After delivery the mother’s condition was satisfactory and 
the fits ceased. She made a good recovery and was discharged 
14 days later, the urine being clear and the blood-pressure 
normal. 

The only family history of twins was on the husband’s side, 
a cousin having given birth to twins. 

The twins, who weighed 8 pounds 12 ounces, were females of 
the type described as thoracopagi, being united along the lower 
third of the sternum and upper abdomen, as far as a single 
umbilicus with a single cord. Unfortunately dissection was not 
permitted. 

The X-ray does not show bony union and consequently would 
not have helped in diagnosis if taken before delivery. 

The conclusion come to from the literature I have obtained 
on the subject is that it is usually in females that this abnormality 
occurs. Lennie,’ in describing a case, points out that labour is 
usually premature and the presentation a breech. In his case 
embryotomy was necessary for the delivery of twins at the thirty- 
second week, weighing 6 pounds 12 ounces. 
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‘‘SIAMESE’’ TWINS. X-RAY TAKEN AFTER DELIVERY. 





























A CASE OF SIAMESE TWINS 


Currie,” Finola,* and Gernez* record cases complicated by 
hydramnios. In all these cases delivery was premature, Finola’s 
being induced at six months. 
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The Antuitrin S Test for the Diagnosis of Pregnancy. 


BY 


ALBERT SHARMAN, M.D., Ch.B., B.Sc. (Glas.), M.C.O.G. 


Assistant Surgeon, Royal Samaritan Hospital for Women, 
Glasgow. 


Tue possibility of securing an accurate intradermal test for the 
diagnosis of pregnancy has again been suggested by the report 
on the intradermal use of antuitrin S by Gilfillen and Gregg.’ 
Acting upon the assumption that, since a pregnant woman passes 
an anterior pituitary-like substance in her urine and is therefore 
unlikely to be sensitive to its intradermal injection, these investi- 
gators injected intradermally two minims of antuitrin S into a 
series of cases and observed the results. 

The reaction consists of an area of erythema around the site 
of injection, measuring from 7 to 35 or 40 mm. Occasionally a 
reaction will reach 5 cm., but usually the area of erythema 
measures 25 to 30 mm. A negative test is one in which there is 
not an erythema surrounding the point of injection except that 
which overlies the bleb and measures 7 mm. or less. The reaction 
is read half an hour after making the injection, and if then there 
is a slight reaction, again after another half an hour. If the 
reaction is absent at the end of this time the patient need not be 
observed any longer. 

Gilfillen and Gregg came to the conclusion that the test was 
reliable, accurate, and even more delicate than the Aschheim- 
Zondek test in border-line cases. 

In an endeavour to corroborate their findings, I have investi- 
gated the test in 400 cases, closely following the technique 
described. These cases comprised 196 pregnant and 204 non- 
pregnant women. My findings are at variance with those of 
Gilfillen and Gregg, as may be seen from the following results: 

Antuitrin S test negative (i.e., pregnancy reaction positive) : 
204, of which 177 were proved pregnant and 27 not pregnant. 
Error, 13.2 per cent. 

Antuitrin S test positive: 122, of which 116 were not pregnant 
and 6 pregnant. Error, 4.9 per cent. 

In 74 cases the reaction was doubtful, either in that the 
erythema was faint or the diameter of the erythematous zone 
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approximated closely to 7 mm., which measurement is stated to 
delimit positive from negative results. Thirteen of these patients 
were pregnant and 61 were not. 

Further, to ascertain if freshly prepared anterior pituitary- 
like substance could give more precise results, I tried the test 
with Gonan (British Drug Houses) in 64 cases, making the solu- 
tion from the dried extract immediately prior to testing. The 
results were less accurate than with antuitrin S, positive reactions 
(non-pregnant) being frequently obtained in pregnant women. 

Employing the same technique but using adrenalin in 34 cases 
and pituitrin (posterior substance) in 15 cases, I failed to obtain 
uniform results’ in either pregnant or non-pregnant women. 
Erythema zones were frequently induced. 

In 30 puerperal patients, for the first 10 days, a negative 
reaction was obtained (pregnancy positive) in 28. In two patients 
the result suggested that the patient was not pregnant. One of 
these reactions was obtained on the first day of the puerperium 
and another on the fifth. 

A most interesting sequence suggestive of the potentialities ot 
the test was obtained in a case of therapeutic abortion by 
hysterotomy. On the day before the operation the result of the 
test was negative; two days after operation the result was still 
negative; but 10 days later the reaction was positive. 

I am forced to the conclusion that the test in its present form 
is not dependable and is not so accurate as the Aschheim-Zondek 
reaction. This is very unfortunate as the method is so simple 
and inexpensive. However, the test should not be rejected with- 
out further consideration as it possesses interesting potentialities, 
and it is quite possible that mistakes may be due to errors or 
misinterpretation on the part of the observer. To exclude these 
possibilities further studies are being undertaken. 


I am greatly indebted to Dr. John Hewitt for his interest and 
co-operation and for permission to conduct these tests on patients 
in his wards in the Royal Samaritan Hospital for Women, and 
in the Western District and Southern General Hospitals, Glasgow. 
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A Case of Granulosa-celled Tumour of both Ovaries. 


BY 


Lieut.-Colonel M. L. TresTon, F.R.C.S., F.C.O.G., I.M.S., 
Professor of Obstetrics and Gynaecology, University of Rangoon. 


With a report on the pathological aspect by 


Lieut.-Colonel R. H. Matong, M.D., D.P.H., I.M.S., 
Professor of Pathology, Umversity of Rangoon. 


Mrs. X, aged 30 years, Anglo-Indian. Had two children, one 
7 years old, and one 1 year and 10 months old. Both normal, 
full-time babies, born without any instrumental interference, 
and both alive and well. Not any history of puerperal infection. 
Patient complained of amenorrhoea of 8 months’ duration, 
and a tumour of the abdomen was only noticed during the 
last month. A month before the amenorrhoea complained of 
she had had a history of 3 months’ irregular bleeding, for 
which curettage was done. The doctor who performed this 
operation said that she noticed both ovaries were enlarged at the 
time, but considered they were in a cystic condition. 

There was nothing of any note in the patient’s family history. 
On examination—a spare subject, glands not palpable, buccal 
cavity normal. Heart: localized pulmonary systolic murmur 
present. Abdomen showed a large tumour reaching to the 
umbilicus, central in position, and more prominent than one 
would expect a uterine tumour to be. The tumour was dull on 
percussion and dumb on oscultation. There was dullness, but 
not any fullness, in both flanks. Bimanually, the tumour 
seemed to be filling the right side of the pelvis, and extending 
up to the umbilicus. There was a small nodule palpable on the 
left side of the vaginal vault, and it was not possible to dif- 
ferentiate the uterus from the tumour. The hormone test for 
pregnancy was negative, as was the Wassermann test, and 
abnormal ingredients were not found in the urine. An abdo- 
minal section disclosed bilateral solid tumours of both ovaries, 
that on the left mainly abdominal and on the right pelvic. The 
tumours were bluey-grey in colour and irregular in outline. 
There were about 6 ounces of clear straw-coloured fluid in the 


84 














GRANULOSA-CELLED TUMOUR OF BOTH OVARIES 


pelvis. The appendix was elongated and with marked thicken- 
ing of its distal half. The omentum had a frill of hard nodular 
growth on its free margin, and there were some grey flecks on 
the under surface of the liver. Both tumours were removed, 
as also the appendix. The appendix showed a sub-acute in- 
flammatory condition, with marked fibrosis of the submucosa. 
The tumours were granulosa-celled carcinomata of the ovaries. 

A detailed report on the ovarian tumours, by Lieut.-Colonel 

-R. H. Malone, M.D., D.P.H., I.M.S., is given below. 

Apart from the rarity of these tumours, two points are of 
interest: one, the history of amenorrhoea, and the other the age 
of the patient and her parity. 

Recovery from the operation was uneventful, and the patient 
had a series of X-ray applications, but died 2} months after 
the operation. 


PATHOLOGY 


The specimen consists of two tumours roughly oval in shape, 
about 2 inches by 1} inches by 1 inch, the tumour removed from 
the left side being slightly the larger. They are well encapsu- 
lated and on section greyish in colour, somewhat granular in 
appearance with small scattered areas of small size tinged with 
yellow. Areas of haemorrhage are not seen, and cystic spaces 
cannot be observed with the naked eye. 

Microscopically the tumour is composed of clusters or groups 
of cells of various sizes. These groups are isolated from one 
another by rings of thin connective tissue. In places this con- 
nective tissue ring is incomplete, so that the tumour-cell-groups 
seem to run into one another. The general pattern of the tissue 
is loose because of a number of irregularly shaped empty spaces 
(cysts) lined by tumour cells. 

In some places the cell isolation into groups is not evident, 
but a papillary appearance is brought about by rows of cells 
resting against thin connective tissue strands. The tumour is 
not particularly rich in its blood-supply; a few of the vessels 
seen show some degree of thickening as in the normal ovary of 
an adult over 35 years of age. 

The morphology of the tumour cells at first sight does not 
suggest an origin from any of the known epithelial cells, and 
they are not uniform either in size, shape, or staining re- 
actions. On an average the size of the cell would be that of a 
large connective tissue cell. Many show a well-marked eosin- 
staining, non-granular cytoplasm which generally is so dis- 
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torted as to give an appearance of spindle-cell sarcoma to the 
tumour. The nucleus is usually plump and fusiform, with the 
extremities rounded off. The nuclear staining is by no means 
homogeneous nor deep, except in those places where mitotic 
division is taking place. Most of these nuclei stain unevenly, 
somewhat like the endothelioid cells of inflammatory conditions. 
There are also a number of cells which could well be called 
giant-cells, which in some places show a single large nucleus and 
in others several nuclei fused together. 

Points stressed in the diagnosis of the commonly encountered 
varieties of the granulosa-cell carcinoma are (1) the morpho- 
logical resemblance of the tumour cells to the well-known 
granulosa cell, (2) their common tendency to arrange them- 
selves in small clusters, (3) their tendency to cystic degeneration. 

In our specimen the connective tissue is abundant, and has 
divided the areas of granulosa cells into irregular columns. 
This and the uneven staining of the cells, simulating that of the 
endothelial cell, suggest that the tumour is a sub-type of the 
granulosa-cell carcinoma formerly designated as endothelioma 
of the ovary. 

















The Cause and Treatment of certain cases 


of Asphyxia Neonatorum 


BY 


W. STANSFIELD, M.R.C.S., L.R.C.P. 


THE striking similarity in the appearance of a child who died 
from haemorrhage from a badly-tied umbilical cord, to that of 
two children who, as a result of pressure on the cord, were born 
in a state of asphyxia neonatorum suggested to me the true 
pathology of this condition and the treatment. 

These two children died as a result of loss of blood into the 
placenta. 

In the umbilical cord there is a higher blood-pressure in the 
arteries than in the vein, hence when there is a gradually in- 
creasing pressure on the umbilical cord the venous return is 
stopped first. The foetal heart continues to pump blood into the 
placenta until the foetal circulation is so depleted that the heart’s 
own blood-supply fails, and it stops beating. If this condition is 
not allowed to persist for too long a time, the heart’s action can 
be restarted. Immediately after birth, the umbilical cord will be 
found to be distended with blood. Hold the cord close to the 
vulva, and with the fingers of the other hand firmly milk the 
blood into the child. Allow the cord to fill up again from the 
placenta, which it does in a few seconds, and repeat two or three 
times. 

I have had an opportunity of carrying out this method three 
or four times, and the favourable results have been so sudden 
and dramatic that it can only be the rapid dilatation of the heart 
which has started the cardiac cycle again. From an apparently 
dead child, in 30 seconds, the child starts crying as the result 
of such treatment. 

I tell every midwife with whom I work of this treatment, and 
have been informed by more than one that such a treatment has 
apparently saved the life of the child. | 

I recently lost a child due to a small loop of cord being 
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nipped by the head, but pressure must have been released some 
time before birth, since the cord was then empty. As the blood 
must have drifted back into the child slowly it had failed to re- 
start the heart. In future, if the heart has stopped and the cord 
is empty, I intend to try pumping two or three ounces of normal 
saline into the umbilical vein. 
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Corporeal and Sexual Constitution of the Prostitutes 
of the Lower Social Classes. 


THE IMPORTANCE OF INTER-SEXUALISM IN THEIR SEXOLOGY. 


BY 


STANISLAV PIcEK, M.D. 


Gynaecologist and Urologist, Hradec Kralove, 
Czechoslovakia. 


THE genotypical constitution of the individual is determined by 
the structure of the body; the groups of external appearances of 
the human body are known as phaenotypes. According to the 
phaenotype it is possible to decide the nature of the individual 
constitution. According to the well-known Sigaud-Kretschner 
classification three principal morphological types are recognized : 

1. The ‘‘type respiratoire’ of Sigaud, which corresponds to 
Kretschner’s ‘‘Leptosom type’’; these terms are employed to 
indicate the type characterized by a tall, slender yet small figure 
with a narrow, longish face. 

2. The ‘‘type digestif’’ of Sigaud, which corresponds to the 
“‘pychic type’ of Kretschner and to the ‘“‘Eurysom type’’ of 
Weidenreich; this is characterized by a round, fat form with a 
broad, round face. 

3. The ‘‘type musculaire’’ of Sigaud, which corresponds to 
Kretschner’s ‘‘athletic type’’; this may be called the mesasom 
variety. In this type the morphological appearances are inter- 
mediate between types 1 and 2. 

This system of classification has proved of more use in my 
inquiry than all the other systems, for it has been proved, chiefly 
by Kretschner, that the constitution of type I (type respiratoire 
of Sigaud, Leptosom type of Kretschner) bears a strict relation 
to the schizothymic character indicating an internal schism in 
contrast to an internal well-balanced character; while type 2 
(type digestif of Sigaud, pychic type of Kretschner) is always 
connected with a cyclothymic character. The third group in- 
clines towards schizothymia. It therefore follows that by deter- 
mining the phaenotype (morphological group) we are able to 
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deduce the functional characters of the individual, i.e. the 
activity of the vegetative nervous system, endocrine glands and 
mental processes which would otherwise be very difficult to esti- 
mate. The relation would assume considerable importance if we 
had a key connecting individual somatic constitution with indi- 
vidual sexual constitution. 

By the kindness of Prof. Samberger, Director of the Derma- 
tological Clinic of Charles’s University, Prague, and J. 
Schneider, the Director of the Police Social Department in 
Prague, facilities to examine 100 prostitutes, anthropometrically, 
phaenotypically and sexuologically, were provided during the 
years 1935 and 1936. 

The investigation was undertaken to arrive at the determina- 
tion of the three factors: 

1. To establish the phaenotypes. 

1. Anthropological measurements. 

3. The psychosexuality of the prostitutes. . 

Modern gynaecological work of this nature has quite rightly 
attributed great importance to the signs of inter-sexuality as con- 
vincingly proved by Prof. Mathes' in Halban-Seitz’s work, 
‘“‘The Biology and Pathology of Woman’’. He mentions that the 
discovery of the finer degrees of inter-sexuality are of much 
greater significance to the physician than cases showing pro- 
found degrees of the same state. For this reason considerable 
attention was paid to the signs of inter-sexuality at the examina- 
tion of the prostitutes. Of the anthropological measurements 
special care was taken to determine the relation of the breadth 
of the shoulders to that of the hips, an index which the well- 
known French gynaecologist, Jayle, considers to be the best 
indication of the general constitution. The Jayle index is the 
relation between the bisacromial and bitrochanteric diameters 
multiplied by roo. For practical purposes, however, it is suffi- 
cient to note only the lineal difference between these two 
measurements. 

If we consider the statistics given in the table* we come to the 
following surprising conclusions : 

1. Of the whole number of prostitutes only 14 per cent were 
women belonging to the eurosomatical group (broad, round- 
faced type), while the remaining 86 per cent were of the com- 
bined leptosom-mesosom types (tall, slender group and the 
intermediate ‘‘athletic’’ group). 

2. 62 per cent exhibited pronounced inter-sexualism. 

3. 70 per cent had total dyspareunia. 
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CORPOREAL AND SEXUAL CONSTITUTION OF PROSTITUTES 


The prostitutes belonging to the leptosom type gave considerable 
difficulty in the course of their psychological examination. It 
was found that the most cunning and most cynical prostitutes 
belonged to the leptosom type and showed pronounced inter- 
sexuality. 

The results of the investigation were in favour of the con- 
ception that the primary cause of prostitution is not social but 
constitutional as testified by Lombroso*, Wulffen* and others. 

This work is published in full in Ceska Dermatologie, No. 
10, 1936. 
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Vinyl Ether Anaesthesia in Obstetric Practice. 
BY 
M. Batt, M.B., Ch.B., and G. RicHarps, L.R.C.P., M.R.C.S. 


From the Obstetric and Gynaecological Umit of the 
Royal Free Hospital, London. 


THE anaesthetic properties of vinyl ether, known also as divinyl 
oxide, vinesthene and vinethene, were first demonstrated by 
Leake and Chen.’ The first observers to use vinyl ether on man 
were Gelfan and Bell, who anaesthetized one another.* 


Chemical and Physical Properties. 


Vinyl ether is a very volatile, practically colourless liquid, 
showing a slight purplish fluorescence. It possesses a character- 
istic odour and a low boiling-point between 28°C. and 31°C. 
As it decomposes when exposed to light or air, it should be kept 
in tightly stoppered containers and stored in a cool place. , Since 
vinyl ether is inflammable,* suitable precautions should be 
taken when using it. The danger of explosion is approximately 
the same as with ethyl ether but less than with ethylene. Vinyl 
ether should not be used more than 24 hours after the container 
has been opened. It should also be protected from contact with 
strong acids, as these, even in minute quantities, cause decom- 
position. It is rendered stable by the addition of 3.5 per cent 
absolute alcohol and o.or per cent non-volatile oxidation 
inhibitor. 


Anaesthetic Properties. 


Extensive physiological, pathological and clinical studies 
have been made by Goldschmidt, Ravdin, Luike, Muller, 
Johnson and Ruigh on the dog, monkey and man.* They have 
shown that the anaesthetic potency of vinyl ether is four times 
that of ethyl ether and one and three-tenths greater than that 
of chloroform, but they state that there is a wider margin of 
safety between the anaesthetic and lethal concentrations of 
vinyl ether in the blood compared with those of ethyl ether and 
chloroform. These authors were favourably impressed with its 
use in a series of 461 cases of patients varying in age and 
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VINYL ETHER ANAESTHESIA IN OBSTETRIC PRACTICE 


general condition. Undesirable effects on the respiration, circu- 
lation, the liver, or the kidneys were not noted. 

Vinyl ether has been used with great success by Wesley 
Bourne in Montreal for obstetric cases.° Before its use in the 
Obstetrical Wards of the Royal Free Hospital, V. Goldman‘ 
used it in the Eastman Dental Clinic attached to the hospital 
and found it very satisfactory in 700 dental cases on account 
of the short induction time, good muscular relaxation and 
rapidity of recovery. 


Use in Obstetrical Wards of the Royal Free Hospital, London. 


This preliminary report gives the results of its use in 236 
cases requiring a short anaesthetic during the ante-natal, intra- 
natal, or post-natal period. It was found unsuitable in cases in 
which complete relaxation of the uterine muscle was required 
such as manual removal of the placenta or Caesarean section 
by the lower segment route. A selection of cases was not made, 
as there is no suggestion that it is contra-indicated in cases of 
mild toxaemia or in patients suffering from pulmonary or 
cardiac lesions. The women were aged between 17 and 45 
years. Ninety-six of them were between 17 and 25 years of 
age, 132 between 26 and 35 years of age, and the remaining 8 
were between 36 and 45 years of age. 

Of the 236 cases in the series 198 were primiparae and 38 
multiparae. Of these spontaneous deliveries in primiparae 165 
were vertex presentations and 4 were breech presentations. The 
series included 31 cases in which the head was delivered with the 
forceps when the head was low in the pelvis, and of these 27 were 
primiparae, and 4 classical Caesarean sections. Six of the cases 
were twin deliveries, 5 in primiparae, and rin a multipara. In the 
remaining Ir cases the anaesthetic was required for the perform- 
ance of vaginal examinations, e.g. in placenta praevia and a 
variety of minor operations including surgical induction for tox- 
aemia. Eight of the patients had cardiac lesions. In all of these the 
mitral valves were damaged and in one the aortic valves were 
also affected. Four of these cases were primiparae and in two 
of these delivery was hastened by the application of the forceps. 
Four primiparae in the series had pulmonary complications; 
one had broncho-pneumonia, one pulmonary tuberculosis associ- 
ated with a tuberculous hip, and two had bronchitis. The first 
and last cases were delivered with the forceps. Signs of mild 
toxaemia—albuminuria and raised blood-pressure—were present 
in g cases, 6 primiparae and 3 multiparae. Of these 4 were de- 
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livered by the forceps on account of foetal distress and 1 by 
Caesarean section for disproportion. 


Administration. 

The apparatus used was a Boyle’s gas and oxygen machine 
fitted with a Magill’s rebreathing bag and Rowbotham’s chloro- 
form bottle to contain the vinyl ether. This means of adminis- 
tration was preferred to the open-drop method, as it obviated 
waste of the volatile drug. It is necessary to use a higher 
percentage of oxygen with vinyl ether than is usual with ethyl 
ether. Cyanosis is especially to be avoided, as Wesley Bourne 
has shown that this was correlated with hepatic damage following 
the use of vinyl ether in dogs.* A carbon dioxide absorber was 
not employed as the accumulation of carbon dioxide is an 
advantage in that it produces wide respiratory excursions which, 
in association with the marked relaxation of the perineum, assist 
the gradual advance of the foetal head. 

The following are details of the method of administration in 
different types of cases. 


A. In Normal Deliveries. 

In normal deliveries nitrous oxide and oxygen was adminis- 
tered during the second stage until it was anticipated that 
crowning would occur after a few pains, when the gas and oxygen 
was passed over the vinyl ether. At the moment of crowning 
the vinyl-ether tap was turned on to its fullest extent and the 
patient allowed to re-breathe. Complete unconsciousness and 
relaxation was obtained after a few breaths, and on removal of 
the mask after delivery complete consciousness was rapidly 
regained. 


B. In Cases of Multiple Pregnancy. 

The rapidity of recovery renders viny] ether useful for delivery 
in cases of multiple pregnancy. The patients were fully anaes- 
thetized for the delivery of the first child. They rapidly regained 
consciousness and were able to co-operate in the birth of the 
second infant. 

Vinyl ether is not a suitable anaesthetic for cases requiring 
external version or internal manipulations on account of the 
inadequate relaxation of the uterine muscle. 


C. In Breech Deliveries. 

In breech deliveries nitrous oxide and oxygen was adminis- 
tered with the contractions during the second stage, and the 
patient was encouraged to bear down. As the posterior buttock 
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distended the perineum the patient was anaesthetized at the 
height of a pain by the addition of vinyl ether, and an episiotomy 
was performed. The patient recovered quickly and was able to 
resume her expulsive efforts with the next pain. When delivery 
of the trunk and limbs occurred surgical anaesthesia was rapidly 
induced with gas and oxygen and vinyl ether, and the delivery of 
the head was completed slowly and deliberately. 


D. In Forceps Deliveries. 


In forceps deliveries anaesthesia was induced with nitrous 
oxide and oxygen. Full relaxation for the application of the 
blades was obtained in about two minutes by the gradual addition 
of vinyl ether. As soon as the forceps were in position the 
administration of vinyl ether was discontinued, light anaesthesia 
being maintained with nitrous oxide and oxygen during traction 
and the delivery of the child. 

The condition of the infant at birth compares very favourably 
with the drowsy state of the child frequently produced by 
ethyl-ether anaesthesia, and on several occasions the child cried 
immediately the head was born. During and after the third stage 
the uterus remained well contracted. 


E. In Caesarean Section. 

In the few classical Caesarean sections in which vinyl ether 
was used the anaesthesia was satisfactory. Potassium bromide, 
30 gr., and chloral hydrate, 30 gr., were given one hour before 
the operation and anaesthesia induced with nitrous oxide, oxygen 
and vinyl ether. The child was born in good condition and cried 
lustily, and the haemorrhage barely exceeded that found in cases 
anaesthetized by the spinal method. Morphia, { gr., was given 
hypodermically as soon as the child was born. This assisted 
complete relaxation during the suturing of the peritoneum and 
lessened the discomfort of the patient after her rapid recovery 
from the vinyl-ether anaesthesia. Fowler’s position was adopted 
within half an hour of the completion of the operation. 


I. EFFECTS OF THE ANAESTHETIC UPON THE MOTHER. 


(a) During Induction. 

In this series of cases excitement was negligible except 
in one normal delivery. It is of interest to note that she had a 
urinary infection and her temperature at the time of delivery 
was I01°F. The patient had been quiet and co-operative during 
the gas-and-oxygen analgesia of the second stage. Upon the 
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addition of vinyl ether for crowning she lost consciousness 
rapidly but passed into a state of such intense excitement that it 
required four persons to control her. Her respirations were 
normal and she received the same amount of vinyl ether as the 
other cases in the series. The excitement necessitated the dis- 
continuation of the vinyl ether, ethyl ether being substituted. 
Excitement has been reported by previous clinicians, Gold- 
schmidt, Ravdin, Luike, Muller, Johnson and Ruigh* in 2 per 
cent of their cases and Dorffel in 1.5 per cent.” The concentra- 
tion of vinyl ether should be increased gradually, as sudden 
addition of the drug to the gas and oxygen anaesthesia may 
result in a temporary spasm of the larynx.* One such spasm 
occurred during spontaneous delivery in a primipara in this 
series but the spasm disappeared as soon as the anaesthesia was 
discontinued. 


(b) During Surgical Anaesthesia. 

Some observers suggest that the depth of anaesthesia should 
be judged by rhythmical oscillations of the eye-balls.* In this 
series the character of the respirations and degree of relaxation 
were found to be the most useful guide. The pupils were 
found to remain more contracted during full surgical anaes- 
thesia than when ethyl ether is employed. 

The pulse-rate appears to be unaffected by the drug.” * The 
effect on the blood-pressure was not observed owing to the 
difficulties of accurate estimation in many obstetrical cases. 

Some increased salivation was noted especially during the 
more prolonged administrations. This was overcome by pre- 
medication with atropine. Saghirian’ and Goldschmidt and his 
co-workers, using an open method of administration, found 
marked salivation occurred in 20 per cent of their cases and 
noted that it was not overcome in all cases by the administration 
of atropine. 


(c) During Post-anaesthesia., 


No increased tendency to post-operative respiratory com- 
plications was observed even in those cases which had shown 
increased salivation. 

Nausea and vomiting were uncommon in the series either 
during recovery or in the post-anaesthetic period. 

The fact that experimentally vinyl ether increases the activity 
of the intestinal musculature’? may be correlated with the 
absence of post-operative distension noted in this series of cases. 
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There was no excessive loss of blood after delivery. Com- 
parison with a consecutive series of 150 normal primiparae, in 
which chloroform was the anaesthetic employed, showed the 
following points of interest: The proportion of patients in whom 
haemorrhage was considered excessive was the same in both 
series. Nausea and vomiting were less frequent in the series in 
which vinyl ether was employed and perineal lacerations were 
also less frequent than. in the cases in which chloroform was 
used, possibly owing to the more rapid and complete relaxation 
of the perineum produced by vinyl ether. 

The use of vinyl ether has not been followed by any maternal 
death in this series nor have any after-effects suggesting hepatic 
damage occurred. It is still a matter of doubt whether the 
anaesthetic can be held responsible for the deaths associated with 
necrosis of the liver reported in the literature by von Brandis,"’ 
Killian and Bourne.°* 

Our experience confirms the opinion that the use of vinyl ether 
is not contra-indicated in cases with mild pulmonary and cardiac 
lesions and in cases of mild toxaemia. 

If necessary, the administration of vinyl ether can be re- 
peated two or three times without any harmful effect on the 
patient. 


2. EFFECTS OF THE ANAESTHETIC UPON THE CHILD. 


No ill-effects on the child were noted. Cyanosis and shock 
were less frequent in the series in which vinyl ether was em- 
ployed than in that where chloroform was used. 

Five stillbirths occurred in the series, 1 following excision of 
a vaginal septum 3 weeks before term, 2 macerated foetiis 
in cases of ante-partum haemorrhage, 1 breech delivery which 
necessitated the application of the forceps to the after-coming 
head, and 1 post-mature infant weighing 9 pounds, a persistent 
occipito-posterior position in which a tentorial tear was found. 


CONCLUSION. 


Advantages of vinyl ether for obstetric work are :— 

(1) It affords rapid surgical anaesthesia with a minimal 
amount of anaesthetic, even maintenance, good relaxation and 
rapid recovery. 

(2) The activity of the uterine and intestinal musculature ap- 
pears to be undiminished. 
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- (3) The incidence of excitement, post-anaesthetic vomiting 
and.respiratory complications as judged by this short series of 
cases is low. 

(4) No ill-effects on the infant have been noted. 
(5) The presence of slight pulmonary or cardiac lesions or of 
mild toxaemia do not contra-indicate its use. 


Disadvantages are :— 

(1) Vinyl ether decomposes rapidly and should not be used 
if the container has been opened for more than 24 hours. 

- (2) It is highly volatile and inflammable. 

(3) It has an unpleasant smell, which, however, ‘was not 
noticed by any of the patients in the series. 

(4) It is a relatively expensive drug, being manufactured 
only in small quantities at the present time. 


The vinyl ether used in the present series of cases was eevee 
provided by Messrs. May and Baker. : 

This work has been carried out during our successive tenvire 
of the post of Resident Anaesthetist in the Obstetrical and 
Gynaecological Unit of the Royal Free Hospital. 

We gratefully acknowledge the help given to us by Professor 
Fleming, Dr. piss Williams, and Dr. Goldman. 
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3 : Obstructed Labour due to Carcinoma of the Cervix.-- 
| BY 


R. RUTHERFORD, F.R.C.S. (Eng.). 


Mrs. C., 34 years of age, the mother of 5 children, came into 
labour at about term on December 23rd, 1937. The labour was 
slow, and on examination by her medical attendant the delay was 
found to be due to the cervix of the uterus not dilating. His 
report stated that the cervix felt very hard and scarred, the 
condition being most likely a carcinoma. The presentation was 
a vertex, the head being in the pelvic brim. She stated that she 
had worn a ring during 7 months of the pregnancy on account of 
dropped womb. Foetal movements had been appreciated by the 
patient during the first day of labour only. 

She was admitted to hospital on December 25th, the mem- 
branes having ruptured spontaneously. She was having regular 
pains, and her temperature and pulse were normal. On the 26th 
December pelvic examination showed the cervix to be dilated 2 
fingers only; foetal heart sounds could not be heard, pains were 
still regular, and the clinical condition was good. It was decided 
to give chloral, 30 gr., by the mouth, and morphia, } gr.; 2 ounces 
of glycerine were run into the vagina with the object of softening 
the cervix. It was hoped to achieve as much dilation as possible, 
since Caesarean section was out of the question owing to long- 
standing rupture of the membranes. The following day, under 
open ether anaesthesia, the cervix was cut radially in 8 segments 
through three-quarters of its thickness and along its whole length. 
The main focus of growth, which was situated in the left side of 
the cervix and was the size of a walnut, was completely cut 
through; the cervix was then dilated manually, sufficient to admit 
of the introduction of the forceps. A stillborn full-time foetus was 
delivered with ease. On examining the birth canal it was found 
that the two lateral incisions had extended up into the lower 
uterine segment. After removing a piece of growth for micro- 
scopic examination, the tears in the lower segment and cervix 
were repaired. The patient’s condition after these manipulations 
did not give rise to anxiety. 
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The pathologist’s report showed the growth to be a carcinoma 
of the vaginal portion of the cervix. 

The puerperium was uneventful. Pelvic examination before 
the patient left the hospital disclosed a freely mobile involuting 
uterus, the left half of the cervix being the site of a fungating 
growth. She was sent to a Radium Centre for treatment. 
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Obituary 


A. H. M. J. van Rooy 
(1880-1937). 


Dr. A. H. M. J. van Rooy, Professor of Obstetrics and 
Gynaecology at the University at Amsterdam, died, after only one 
day’s illness, on November 24th, not yet 57 years of age. 

He was born at Rotterdam on December 27th, 1880. His 
father and mother had 16 children, and it is probably due to his 
early years spent in such a large family that van Rooy developed 
his natural delight in large gatherings and his ability to deal with 
people of the most varying characters. 

After his education at the Roman Catholic School at Rolduc, 
van Rooy studied at the Amsterdam University till 1905 and then 
became one of Professor Hector Treub’s assistants. Even then he 
was known to the students as a first-rate teacher. In 1909 he 
settled at Rotterdam, where he soon obtained a large practice. It 
seems to me that it was Treub’s intention to give van Rooy a 
better opportunity for scientific work when in 1918 he promoted 
him as Director of a gynaecological and obstetrical hospital 
in Haarlem, a small clinic, but equipped with all modern appli- 
ances. Even in those days it used to be said that Treub would 
like van Rooy to succeed him in after years. This moment 
soon came; Treub died in 1920 and van Rooy became Professor 
at the Amsterdam University. Then followed for van Rooy 17 
years of hard work and many difficulties. The direction of a 
large clinic (240 beds) alone is a full task for any one man. In his 
case there were also the lectures and examinations, besides many 
other duties such as the teaching of the assistants and the help 
given to those about to graduate, all of which work was performed 
by van Rooy with the greatest enthusiasm. His chief delight was 
in clinical work and, above all, in that part of it which consisted 
of operations. He had a perfect technique at his disposal, and 
was only very seldom disheartened by difficult situations. With 
great zest he performed plastic operations for fistula. Especially 
in the beginning of his work at Amsterdam he was a champion of 
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modern technique (low Caesarean operation, salpingostomia, 
etc.). His fluency and systematic treatment of the subjects made 
his lectures pleasant to hear as well as easy to understand. The 
enthusiasm with which he stimulated the scientific activity of his 
assistants and those working on a thesis was very great. Perhaps 
this sometimes led to a deficiency in the critical faculty, but, in 
my opinion, it is a great merit in van Rooy to have found subjects 
to be treated by less talented undergraduates, as well. More than 
50 theses composed under the direction of van Rooy give a clear 
survey of the work on all kinds of subjects. Moreover, it afforded 
a possibility to collect the results of the clinical work in the 
hospital. «' 

The meetings of assistants and ex-assistants to discuss conidial 
literature were led- by him in the most spirited manner, and were 
not without influence on the younger‘generation.:. A few weeks 
before: his death 24 assistants and ex-assistarits came ‘together on 
such an-evening, in the latter part of which some of the eldest had 
a-talk with-van:Rooy about former days. ‘- 

It may be difficult to understand how, besides all this work, 
van Rooy- could spare time and attention for a great many other 
things. His.ambition and his kindness made it almost impossible, 
for him, to refuse any request, and the result of it was:a greater 
strain on his health than he could bear. He worked for several 
medical and social purposes. Here we only mention his member- 
ship of the committee for the research of carcinoma uteri of the 
League of..Nations. and ‘his Presidency of the International 
Gynaecological Congress to be held. in May 1938 at Amsterdam. 
This year he was Vice-Chancellor of the University. 

‘ At this moment we realize—even better than at any moment 
before—that all this’ was too much for one man. He was busy 
from'early morning till late at night; there were many journeys, 
much strain, psychical'‘as well as physical, and too little rest. 
The only moments of rest van Rooy permitted himself were, as 
we often see with hard-working men, never fixed beforehand, but 
taken when in a cheerful ciréle he ‘talked with some assistants or 
ether people after an operation ora meeting. His family and his 
friends looked on with anxiety at‘this'teo busy life, but warnings 
proved in vain, and we are left to mourti his early death. Above 
all, his patients and co-operators do so, for the people who knew 
him in- daily life appreciated him most heartily for his human 


qualities: R. REMMELTS. 


Professor of Obstetrics and Gynaecology, Batavia University. 
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OBITUARY 


The news of the untimely death of Professor van Rooy was 
received by his many English friends, and especially by the 
members of the Gynaecological Visiting Society, with profound 
regret. 

Van Rooy had visited England many. times, and last in 1933, 
when he was the guest at the British Congress of Obstetricians 
held at Birmingham. Although his work, from his papers, some 
of which appeared in the Journal, was well known to English 
obstetricians and gynaecologists, it was not until the Gynaeco- 
logical Visiting Society held its foreign meeting in Amsterdam 
in April 1934 that some of the members first met van Rooy, while 
others saw him for the first time in his own hospital surrounded 
by a devoted band of workers. 

It is impossible to exptess adequately the great trouble 
van Rooy took to make this visit an outstanding success, a visit 
which, from the kindly reception of the Professor and_ his 
associates, the interest of the lectures provided, and the operations 
performed by the Professor, stands out as perhaps the most 
instructive and enjoyable visit of the many foreign tours of the 
Society. 

The members were met at the Amsterdam station by the jovial, 
smiling face of van Rooy, who had looked after their, interests 
before their arrival and had had printed a wonderful programme 
with ‘a replica of the cast of Hendrik van Deventer. During the 
following days the Professor performed several operations at the 
Wilhelmina-Gasthuis, and the members of the Society who. were 
present were loud in their appreciation of his masterly technique. 

Apart from the scientific interest of this visit, the Professor did 
all in his power to make the visit a social success, entertaining 
the members royally at an interesting country roadside inn, The 
Little Bergen Hotel, an entertainment which none of those 
present will ever forget. a 

‘Van Rooy possessed that inestimable gift of making friends 
and of retaining their friendship, and the gratitude of the members 
of the Society, for the immense amount of trouble he. had taken 
to make their visit a success, was tinted with affection for one 
who, despite his comparative youth, was always. known to. them 
thereafter as ‘“‘Dear old van Rooy.”’ 


C.B: 
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ROYAL SAMARITAN HOSPITAL, GLASGOW 
REPORT FOR THE YEAR 1936 


In following the arrangements of previous Reports, the 1936 Report of the 
Royal Samaritan Hospital, Glasgow, is a testimonial to the thoroughness 
of those responsible for compiling it. We must be forgiven, however, for 
venturing certain criticisms. 

The usefulness of Tables III and IV is open to question—we consider it 
extremely difficult as well as laborious to attempt to estimate with any 
real accuracy most of the factors with which the analysis deals. Does’ the 
analysis serve a practical purpose in any case? 

Coming to Table VI, the pathological classification, we feel that it is a 
‘“‘hyperanalysis,’’ if we may be allowed so to describe it. This is a Table 
which should serve two main purposes, (1) it should indicate the gynae- 
cological pathology which necessitated the patients’ adimissions, and (2) it 
should facilitate investigation of the individual headings by the research 
student. It should not be merely a long list of pathological conditions, a 
single patient being responsible in some cases for two or three entries, the 
primary pathology not being clearly indicated. Take this hypothetical 
instance—a patient with hypertrophy of the clitoris reporting for carcinoma 
of the cervix. Would it not be more orderly if this case were grouped under 
diseases of the cervix as ‘‘carcinoma cervicis with hypertrophy of the clitoris’’ 
—provided the less important abnormality is considered worthy of record. 
It is preferable for a patient to appear only once in the pathological classifi- 
cation—and under the heading of the primary complaint for which she was 
admitted; with reference to the latter, consider this example: A case of 
sterility with symptomless retroversion—as everyone knows, the percentage 
of women in whom retroversion is normal is a high one. A certain proportion 
of cases reporting to hospital for sterility are discovered to have a symptom- 
less retroversion—this only doubtfully the cause of the primary complaint. 
Such a case should not appear with the Retroversions but under the heading 
of Sterility. An acceptable way of classifying such a case might be: 


Sterility with associated pathology or anatomical abnormality. 
Sterility without such abnormality. 


Cases of blocked tubes would automatically enter the first group. Thus 
the patient would come under only one heading of Table VI and that 
heading would be the primary complaint. 
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Such a classification along with important lists of register numbers would 
greatly facilitate investigation on any particular subject and is adopted by 
some hospitals. 

In cases in which an exact diagnosis is impossible, such as a big proportion 
of irregular haemorrhages, it is preferable to make no pretence of exact 
diagnosis. 

We notice the absence of metropathia haemorrhagica—a sufficiently recog- 
nised entity to call for a separate heading for cases diagnosed with certainty. 
We also reluctantly notice the terms endometritis and metritis, e.g. chronic 
corporeal endometritis, chronic cervical endometritis, chronic endometritis 
and endocervicitis, cervical erosion, cervical erosion and endometritis, 
chronic metritis, chronic metritis and endometritis. Such meticulous diag- 
nosis puts considerable strain upon our credulity. 

A similar criticism can be levelled at the sub-divisions of prolapse, in 
which case we should be forgiven for refusing to rely on the accuracy of 
any classification (made from case notes) of intermediate degrees between 
cystocele or rectocele alone and a procidentia. Unless such a classification 
is made by one person, seeing every case and stating his criteria, no reliance 
can be placed on it. It is hair-splitting again, we feel, to separate retro- 
flexion and retroversion. In passing, one is astonished at the number of 
cases of retroversion entering hospital with this as the primary complaint 
and having an operation. 

In Section C we see a table of medical diseases. These cases were admitted, 
we presume, with a gynaecological diagnosis. These medical conditions are 
secondary or incidental and scarcely deserve separate classification. With 
regard to the way Table VI is analysed, we cannot see what practical purpose 
is served by 9 or 10 out of the 13 columns and wonder if the information 
they give merits the labour they must have necessitated. There are 72 cases 
of carcinoma of cervix; 16 of these are grouped as operable and the rest as 
inoperable. Are we correct in assuming that the 16 operable cases were 
treated by Wertheim’s panhysterectomy? An indication here or elsewhere 
in the Report how these cases of carcinoma cervicis were treated would have 
been interesting. 

A detailed operation Table is not included. Such a Table, again with 
register numbers, would give co-relation and continuity with the pathological 
analysis. We feel that this cross index system is the method of choice. 

At first sight the mortality following plastic operation (7) appears con- 
siderable until it is discovered that approximately 600 plastic operations 
were performed for prolapse during the year. 

In the radiological report we are not given very much information about 
carcinoma cervicis; the stages of the disease when first seen is an omission. 
When these radium results have been followed up over a considerable 
number of years they will form interesting material for comparison with 
other radium centres. 

These criticisms merely serve to emphasize the fact that if gynaecological 
reports are to be of any real use for inter-hospital comparison and of value 
in affording a means of thorough investigation of particular conditions for 
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writing purposes, they should be written according to one generally accepted 
plan. 

Most obstetrical hospitals and departments now adhere to such a method 
in compiling their reports, and one feels that a measure of real utility would 
be adopted if an acceptable nomenclature and classification were propounded 
and accepted by all gynaecological registrars. It is overdue. 
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“Report on an Investigation into Maternal Mortality.’’ Presented by the 
Minister of Health to Parliament by Command of His Majesty, April 
1937. Cmd. 5422. London, H.M. Stationery Office. Price, 5/6 net. 


THis report embodies the results of an investigation by Medical Officers of the 
Ministry of Health into local conditions, chiefly of areas with a maternal 
mortality-rate for the decade 1924 to 1933 in excess of 5 per 1,000 live births 
but also of a few regions with a relatively low rate as controls. The local 
inquiries were. conducted by six medical officers, three of whom had speclal 
knowledge of maternity services and three of health services in general, ‘and, 
in the great majority of cases, each district was visited by two of them. 
“The Minister secured the services of the distinguished obstetric consultant, 
Sir Comyns Berkeley, to assist these officers with his counsel and advice.” 
The Report deserves careful study by all obstetricians, particularly those 
engaged in teaching medical students and pupil midwives, because of the 
useful . statistical matter it contains and the many lessons it provides on 
the sociological, constructive and preventive aspects of midwifery. 

_ Among its outstanding features are the statistical studies of mortality 
in relation to age, parity and various social and environmental factors, such 
as economic and climatic conditions, overcrowding, diet and nutrition and 
employment among married women. Especially valuable is an analysis of 
the causes of the 770 maternal deaths (including ‘‘associated’’ deaths) during 
1934 in the areas visited, a number amounting to a quarter of the total 
_puerperal deaths in England for that year. The investigation of fatal cases 
was conducted in a manner markedly differing from that of previous inquiries 
‘of the kind; in addition to the report of the Medical Officer of Health, pro- 
fessional attendants were interviewed, hospitals and homes visited, hospital 
records. and other clinical notes, post-mortem reports and all relevant docu- 
ments examined and particulars of social, environmental and economic 
conditions obtained. An effort was thus made to assess both the factors 
pe;uliar to.the individual case and any local conditions which might have con- 
tributed to a fatal issue, such as errors in some stage of childbearing or 
lack. of facilities for professional assistance, hospital provision or the like. 
The causes of these deaths are classified in four tables in accordance with 
the Registrar-General’s classification, that of the Departmental Committee 
reporting in 1930 and 1932, the method adopted. in the report of the 
Department of Health for Scotland 1935,.and a clinical classification modified 
from that recommended in the Report of the Scottish Departmental Com- 
mittee 1924. These tables set out the results of this 5 apna with those of 
the comparable previous one in parallel columns. 

The section on ‘‘Maternity Services’? (IX) is particularly instructive; as 
the findings on inspection of local services and investigation of fatalitiés 
are therein related to the varied features of local schemes and the way: they 
are conducted. The importance of co-operation between all agenciés' con- 
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cerned, public and voluntary, medical officer of health, consultants, family 
practitioners, and midwives, and close collaboration between all are duly 
emphasized. ‘‘Supervision of expectant mothers should be preventive in 
outlook and educative’’; ‘‘home visits are necessary to ascertain whether 
the advice given at the clinic is being carried out,’’ also to instruct the 
mother and follow up absentees. In referring to the numbers attending at 
each session, this comment is made: ‘‘In some, however, particularly at the 
clinics attached to maternity hospitals and homes, there was need for addi- 
tional sessions to give adequate time for personal inquiries, for clinical 
examination, and for individual instruction in hygiene.’’ A consultative 
antenatal clinic is regarded as essential and an obstetric specialist ‘‘of full 
consultant status’ should be available in all areas. In large towns a panel 
of such consultants might be formed and in districts away from big centres, 
‘local authorities might with advantage take joint action to secure the 
appointment of an obstetric consultant’, although joint action has not 
hitherto been a prominent characteristic of these authorities. The con- 
sultant’s duties are set out under six headings, the least obvious being 
that he should assist the medical officer of health in the investigation of 
maternal deaths. A further suggestion is that discussion of these deaths 
with the local profession would tend to improve the standard of midwifery 
practice in the area. General practitioners form an integral part of the 
scheme and should freely avail themselves of the consultant and other 
services provided. ‘‘It is only those practitioners who show special interest 
in, and have considerable practical experience of midwifery, who should be 
called to the assistance of a midwife,’’ followed later by the recommenda- 
tion that ‘‘the local supervising authority, in consultation with the local 
medical profession, should, in future, be empowered to take steps to ensure 
that the best local obstetric skill is made available in all cases in which mid- 
wives are required . . . to call in a doctor’’ are conclusions which may raise 
a flutter in the dovecotes of the British Medical Association. The grounds 
therefore are fully set out and it seems irresistible that the local supervising 
authorities, who pay the doctor’s fees, should have a voice in selection, 
when they already have the sole choice of their other medical officers, whole 
or part-time, including consultants. 

The report is judicial in tone and free from the tendentious character 
of some of its predecessors; its detailed information on the risks of child- 
bearing and the strength and weakness of our maternity services, with its 
tables, graphs and maps make it a work of reference that obstetricians will 
find convenient to have ready to hand. 

John S, Fairbairn. 


‘‘American Medicine. Expert Testimony Out of Court.’’ 1,500 pp. in 2 vols. 
Edited and published by the American Foundation, 565 Fifth Avenue, 
New York. Price $3.50 the set. 


These two weighty volumes present the results of an inquiry by the 
American Foundation Studies in Government into the views of the medical 
profession throughout the States on the organization of medical care. As 
briefly as possible its origin, purpose, and procedure may be stated thus. 

The American Foundation, having turned from international to domestic 
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problems, has planned to refer each subject of study, first to competent and 
especially interested groups, and later to the public for its wider education, 
as it is ‘“‘the reciprocal contribution of Government and citizens that gives 
vitality to government’’. This particular inquiry is preliminary to a 
contemplated study of the relation of the governments, national and local, 
to health in all its aspects, social, economic, and medical; and represents the 
results of consulting the appropriate group, the medical profession, as best 
qualified to define the problem in the first instance of ‘‘How adequate medical 
care can be made available for all citizens?’’ The adoption of correspondence 
as the means of consultation scarcely sounds satisfactory to British ears, but 
has resulted in a most instructive and highly judicial summing-up by the 
editorial staff of the Foundation based on excerpts selected from replies 
received. 

Over 2,000, covering all types of practitioner and all the States, were 
selected as a representative group; first, those with experience of 20 years 
and over; then, on advice from the deans of medical schools, a number of 
active-minded young graduates of the preceding 5 years, and finally a small 
quota in practice over 5 but considerably under 20 years. In this way it was 
hoped to obtain a reliable cross-section of professional opinion. The letter 
from the Foundation set out the present position and suggested topics for 
discussion, the outstanding being whether the correspondent’s experience 
had led him to regard a radical reorganization of medical care as necessary, 
and, if so, in what directions? In the event of radical change being thought 
needless, suggestions for revisions in the present system and impressions of 
evolutionary trends were invited. Replies were followed in many cases by 
further correspondence on specific points, and everything in the Report 
derives from these letters (approximately 5,000 from 2,100 individuals), its 
purpose being ‘‘to illuminate and not to prove’’. Conclusions were not 
invited, and hence no poll appears of numbers for or against this or that. 

So voluminous a Report on so wide and many-sided a matter does not 
lend itself to detailed notice in the space at our disposal. Yet it holds much 
of interest to the transpontine profession, both in the similarities and contrasts 
between the problems of the new and the old world. The movement of 
thought in Medicine towards its preventive and sociological aspects has clearly 
produced in the U.S.A. a dread of further encroachment on private practice 
by public health authorities, as shown by the quotation of complaints of 
‘overstepping’ by their officials, familiar also here. Full recognition is, 
however, given to a natural evolution towards identifying the objectives of 
curative and preventive medicine, the slogan being ‘‘better health for more 
of the people’’. Advance should originate within the profession, and its 
objective be improvement in quality rather than increase in quantity. 
Though unmentioned in the original letter, the need for better medical 
education, undergraduate and postgraduate, was stressed so generally in the 
replies that 230 pages have been given up to this subject, and are closely 
reminiscent of our own debates on these topics. But the vast area of the 
United States and the large number of constituent States, with their own 
legislative powers over medical practice, make the plea for uniformity of 
standard throughout the country a problem peculiar to the U.S.A. It is not 
surprising to find that the definition of a ‘specialist’ is as difficult there as in 
these blest isles, though the various Certifying Boards have aided progress 
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by defining the special fields and indicating the qualifications desirable or 
necessary for practice in them.. An important section. is devoted to Group 
Practice, by which a number of doctors, each dealing with a different branch, 
combine to form a unit or clinic able to conduct a thorough. investigation 
and thus avoid the possible abuses in the passing of patients from ‘one 
consultant to another, as portrayed for London by the author of ‘‘The 
Citadel’. Obstetrics and gynaecology receive full attention under Education 
and Specialism and incidentally elsewhere—as, for instance, when the question, 
is discussed of how far the family practitioner is equipped for maternity work. 
There is, indeed, little concerning medical services in relation to the 
community they serve that: will not be found in these. 1,500. pages of. slid 
reading-matter. ‘ 

There are so many lessons for British as well as American doctors ‘and 
sociologists in this Report that it will deservedly become a much-quoted work 
of reference on the social aspects of medical: practice: : 


“nn John S. Fairbairn. 


“‘Obstetrics.’’ By Gipson Firzcippon, M.D., M.Ch., B.A.O., F.R.C.P.L., 
F.C.O.G. Browne and Nolan Ltd., Dublin, 1937, pp. 484. Price 16/- 


Dr. FitzGipson has written this book, not as a comprehensive textbook, 
but as a survey of the whole field of obstetrics from his own standpoint, 
based on his own personal clinical experiences. In consequence he has 
produced a stimulating and useful book, one which from its. personal 
character certainly invites and provokes discussion and criticism. 

The outstanding characteristic of the Rotunda school has always been 
the detailed and dogmatic instruction given in all the minutiae of normal 
pregnancy and labour. Its graduates as a result have had an assurance 
and a competence more than most, even at the outset of their midwifery 
careers. Dr. Fitzgibbon’s book certainly continues in this tradition. Where, 
for instance, other writers might give a general recommendation that a 
binder should be applied, he gives precise details of the way to apply one, 
even down to the number of safety pins to be used. : In manual removal 
of the placenta the exact movements and attitude of the hands and fingers 
are described; in the description of the forceps operation the movements and 
positions assumed by the hands and blades are given in detail. 

This dogmatic treatment of the subject, using dogmatic in its better 
sense, has many advantages, but on the other hand lies open to criticism 
when the management of complications is under consideration because no 
two abnormal labours are ever quite alike and the choice of. the proper 
treatment in a particular case can only be made by adherence to certain 
general principles. In his preface the author anticipates such criticism by 
stating that he has not set out to deal with the treatment of complications 
beyond providing a guide to the ‘‘general man’’ to enable him to discern 
the cases which require further investigation. More than half the book, 
nevertheless, is given up to a description of the abnormal conditions which 
are associated with pregnancy and labour, and it is this section of the book 
which will arouse most controversy and criticism. While recognizing that 
in the author’s hands the methods he describes have given good results, one 
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wishes that his description of the various forms of treatment available in 
the -face of emergencies had been more comprehensive and aligned .with 
standard obstetrical practice. In the section on occipito-posterior positions, 
for instance, he recommends that when the forceps is indicated the vertex 
should be extracted with the face towards the pubes, saying somewhat 
naively that while this may result in a ruptured perineum, the tear will be 
no worse than in normal cases. Manual correction is described somewhat 
half-heartedly and forceps-rotation condemned. While it is likely -that 
occipito-posterior positions do not prove so troublesome in Ireland as in 
England, these latter manceuvres, considered so useful by many obstetricians, 
surely merited further consideration. His statement that ‘‘the first stage 
is usually not prolonged beyond the normal in posterior positions as there 
is frequently the association of a small infant’’ would not be universally 
accepted. In the case of face presentations attention is drawn to the 
frequency of impaction and the forceps is recommended to bring the head 
through the brim. The classical corrective manoeuvres are described but 
no reference made to the place of Caesarean section and internal version. 

Dr. Fitzgibbon is a strong advocate of induction of premature labour in 
cases liable to devolop disproportion, even in primigravidae. In the section 
on uterine inertia he recommends that in rare cases by prolonged delay due 
to weak pains forceps should be applied at the stage of three-quarter 
dilatation and steady traction made to complete the dilatation. While he 
guards this statement. with reservations it is very open to question whether 
it should be made in any general textbook of obstetrics. 

In the description of the management of placenta praevia, induction 
of labour by means of tight vaginal tamponage receives more attention than 
would generally be considered advisable. In performing bipolar version, 
mention is made of the use of bullet forceps to bring the leg through the 
cervix. . Despite the author’s statement to the contrary such treatment in 
many hands would surely injure the foetus. 

The chaptér on the various diseases associated with pregnancy is 
interestingly written, though the author’s statement that diabetes is little 
or not at all affected by pregnancy would not be generally accepted. In 
the section on heart disease a too sharp distinction is drawn between com- 
pensated and decompensated cases. There are many grades of heart failure. 
In the chapter on twin pregnancy it is interesting to note the author’s 
belief in superfoetation. 

A statement in the preface to this book which will be welcomed by all 
working obstetricians and perhaps merits more prominence than it receives 
is the stricture on the fashionable fallacious condemnation of vaginal 
examinations in the conduct of labour, Dr. Fitzgibbon pointing out that 
such an examination is an absolute necessity in the elucidation of doubtful 
cases, its omission under proper conditions constituting a neglect of one of 
the rudimentary safeguards. 

As an afterthought, is the author right and established habit wrong when 
he speaks of the ‘‘conduction’’ of labour? 


P.M. 
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‘‘The Evolution and Progress of Obstetrics and Gynaecology in Modern 
Greece.’’ By Dr. TrypHon K. ANpRIANAKOS, Assistant Professor in 
Gynaecology and Obstetrics in the University of Athens. Published by 
‘‘Hellenika Iatrike’’ [Greek Medicine]. 1937, Vol. xi. Thessalonica 
[Salonica ]. 


It would be quite impossible, in the space at our disposal, to do anything 
like justice to Dr. Andrianakos’s truly remarkable book. It was originally 
intended to be published as a paper on the occasion of the Pan-Hellenic 
Congress of the History of Medicine, which was to have been held in 
connexion with the celebrations in the centenary of Greek Independence 
five years ago; but for some reason or other this Congress was never held, 
so the author revised and enlarged his paper, brought it up to date, and 
published it as his contribution to the Centenary Celebrations of the founda- 
tion of the University of Athens in 1936. 

This is not of mere academic interest, for Dr. Andrianakos’s book clearly 
shows how closely all the progress achieved in Greece in the last hundred 
years was. linked up with these two main sources of inspiration of Greek 
political and intellectual life: the University and the Medical Society of 
Athens. 

The book is divided into two parts. Part I, including Chapters 1 to 3, 
is concerned with the various factors which contributed to the progress of 
obstetrics and gynaecology. Chapter 1 deals with the history of the teaching 
of these subjects and contains sections on the foundation of the University, 
the Medical School and the first (1838) and second (1931) School for Midwives. 

The first attempt at teaching midwifery would seem to date back to 
1802 when I. Kapodistrias founded the National Medical Association in 
Corcyra. This body was kept busy in 1806 investigating an unusual case 
with a strangely modern transatlantic flavour about it: a Jewess, Esther 
Osmou, gave birth to quintuplets! Unfortunately Dr. Andrianakos does not 
tell us whether they all survived, or what happened to them, but they seem 
to have caused quite a flutter in the obstetric dovecot at the time, for 
some of the leading lights in the Society held diametrically opposite views 
about them. 

Next came the foundation, also in Corcyra, of the ‘‘Ionian Academy’”’ 
by Gylford, an Englishman, in 1824. The first official teaching in midwifery 
in Athens after the National Restoration was given in the School of Surgery, 
Obstetrics and Pharmacology, which later formed the nucleus of the 
Medical (or Faculty) School of the University. The Director of this school, 
N. Kostes, became the first Professor of Obstetrics and Gynaecology in the 
University. 

In 1835 was founded the Medical Society of Athens, which played so 
prominent a part in the development of modern Greek medicine that Prof. 
Andrianakos can say that the history of the Medical Society is nothing less 
than that of modern Greek medicine. Before 1838 midwives were divided 
into two classes: those possessing the Diploma of the Medical Council, and 
those who did not but were allowed to practise, under certain conditions, 
by the local authorities. They had, for instance, to call in a doctor, or if he 
were not available, a surgeon (!) in any abnormal case, and were only 
allowed to practise within the boundaries of the authority which had issued 
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their licence. They would seem to have been of the same order as our 
Sarah Gamps. 

With the establishment of the State School for Midwives (or School for 
State Midwives) in 1838 a new category of midwives made its appearance: 
the ‘‘skilled’’ or ‘‘trained’’ midwives (2m:othyoveg wxtat) i-e-, those who had 
attended a course of theoretical and practical instruction at this school and 
passed an examination. The training appears to have been free and the 
duration of the course was 4 months. The instruction given was of necessity 
of the most elementary kind since a large proportion of the pupils were 
totally illiterate. ; 

In 1856 the length of the course was increased to ome year and the 
conditions of admission and the examination were stiffened. Since, how- 
ever, the number of these ‘‘skilled’’ midwives was insufficient to meet the 
needs of the public, especially in the smaller towns and villages, the 
law of 1856 allowed ‘‘untrained’”’ (gutetorkat) midwives to practise in those 
localities where there was no trained midwife. They had to have worked 
for three years under the supervision of a trained midwife, or to have 
attended a course at the Midwifery School but failed to pass the examina- 
tion. The object of these regulations was, as Prof. Kostes put it, ‘‘to deliver 
the country from unqualified midwives, who were the cause of grave and 
in many cases irreparable harm,’’ and to ensure the presence of a reason- 
ably competent woman in every village of the kingdom. 

Unfortunately, however, the law of 1856 was far from being an unmiti- 
gated success, and strangely enough (though we seem to remember some- 
thing of the sort happening in this country not so very many years ago), 
one of the principal reasons for its failure was the fact that the ‘‘Gamps’”’ 
were far more popular than the skilled midwives who were regarded as 
possessing mere academic knowledge as compared with the solid practical 
experience of the former! 

Radical changes were introduced by Prof. K. Louros in 1909. The 
training of the ‘‘skilled’’? midwives was extended to two years, including 
2 months in the children’s clinic, and 1 month in the venereal diseases 
department. The conditions for admission and the final examination were 
made much harder, and honours could be obtained in this examination. 
Moreover, the category of ‘‘empirical’’ or untrained midwives (éurretorkat 
watar) was replaced by so called ‘“‘practical’’ midwives (rpgKtKai) which 
might be termed ‘‘half-trained’’ midwives since they had to attend the 
samme course of instruction as the trained midwives but for only half the 
time, and they could only sit for a ‘‘pass.”’ 

Another innovation was the institution of postgraduate courses to be 
attended by midwives in order of seniority. These were apparently volun- 
tary except in the case of women who had ceased to practise for a period 
of 2 years, in which case attendance at one of these courses was compulsory 
before she could resume her practice. ‘‘Half-trained’’ midwives could also 
be fined (or on a second conviction sent to prison) for offences against this 
law, and their numbers were strictly regulated in proportion to the popula- 
tion. This might have been expected to effect drastic improvements in the 
status of midwfery, but more than 25 years after the passing of this law 
Prof. Andrianakos can say that it had failed in its main purpose, and that 
for three reasons: 
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(1) Just like their predecessors the unqualified midwives, the 
practical or semi-practical midwives simply would not go back to the 
villages to which they had been appointed, but managed to evade the 
law and remain in Athens or the larger towns. Moreover, they were 
largely drawn from the less desirable elements of the village population; 
the result being that the villages were still understaffed, whereas the 
towns were overcrowded, so that these none too scrupulous women being 
unable to earn their living by the straightforward practice of midwifery 
were often tempted to resort to doubtful or even criminal practices. 

(2) They were a hindrance to the efficient training of the skilled mid- 
wives inasmuch as they were, with a few exceptions, incapable of benefiting 
from the common training. 

(3) Last, but not least, they prevented the very class of women who 
were most needed, i.e. the better educated and more honourable village 
girls, from taking up midwifery because they inspired aversion and scorn 
for the profession instead of esteem and regard. 

For these reasons Dr. Andrianakos is convinced that nothing short of 
the complete abolition of the ‘‘half-trained’’ midwives for the future, 
together with the stern application of the law in the case of existing 
‘‘Gamps,’’ and the strict confining of midwives to their own proper sphere 
(including the suppression of midwives’ ‘‘clinics’’) can save the situation. 

So much for the training of midwives. We have dwelt at some length 
on this part of Dr. Andrianakos’ book because of its topical interest in 
view of our own Midwives’ Act of 1936, but we must now pass on to the 
other sections. 

Chapter 2 gives a full account of the various maternity hospitals, 
gynaecological clinics, etc., in Athens and the Provinces, while Chapter 3 
deals with the principal scientific societies (in particular with the Medical 
Society and and the recently founded Obstetrical and Gynaecological 
Society of Athens), and with the Medical Press. 

Part II is devoted to ‘‘Advances in Obstetrics and Gynaecology,’’ and 
comprises four chapters (4 to 7), of which Chapter 7, dealing with the 
contemporary period, is more than three times as long as the other three 
and might well have been dignified by the title of ‘‘Part.’’ 

The years from 1835 to 1908 are divided into periods corresponding to 
the different professors of obstetrics and gynaecology in office during that 
time and one chapter is allotted to each. 

Thus Chapter 4 deals with the period of Prof. U. Kostes (1835 to 1861), 
and Chapter 5 with that of Prof. M. Venizelos (1861 to 1887). Both are 
fairly short and are divided into three sections dealing respectively with the 
condition and progress of obstetrics and medicine from the international 
point of view, the obstetrical and gynaecological subjects discussed in the 
Medical Society, aud the papers on these subjects published during the 
corresponding periods. 

Chapter 6 which is concerned with the period of Prof. Konsolas (1887 to 
1908) is much longer and is divided into two sections dealing with the 
advances made in obstetrics and in gynaecology respectively. Each section 
is sub-divided into three parts. 

In the section on obstetrics Part i deals with the subjects discussed in 
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the Medical Society and leads on naturally enough to Part ii, which is 
concerned with the disputes arising out of those discussions; and, in the 
spirit of their ancestors, the parties to these disputes seem at times to have 
conducted them with true Homeric ardour, especially in relation to anti- 
sepsis and asepsis in midwifery, and puerperal sepsis! Part iii is a list 
of publications on midwifery. 

The first part of the gynaecological section recalls the international 
advances in this subject, particularly as regards antisepsis, asepsis, anaesthesia 
and haemostasis. Part ii deals with the gynaecological questions discussed 
in the Medical Society, and part iii gives a list of gynaecological publica- 

After a short critical survey of the position reached by the end of this period 
we come to Chapter 7, the contemporary period, or the period of Louros, 
Petsales and Logothetopoulos (1908 to 1936). This chapter consists of an 
introduction and of nine sections dealing with the following subjects: 
(1) History, (2) Statistics, (3) Biology, (4) Operations, etc., (5) Abnormalities 
and diseases, (6) Forensic medicine, (7) Sexual hygiene, etc., (8) The 
Reformation of Midwifery, (9) Publications on obstetrics and gynaecology. 
Of all these sections (3), (4) and (5) are by far the longest and comprise 
notes on the biological investigations, operative methods, etc., of the leading 
Greek obstetricians and gynaecologists, including a number of operations 
and diagnostic signs due to Prof. Andrianakos himself. 

This is followed by a bibliographical section consisting chiefly of a list of 
contributions from Dr. Andrianakos, the Medical Society, and the Medical 
Press, with explanatory notes. 

Then comes one of the most interesting and stirring parts of the book, 
the ‘‘Epilogue.’’ In this the author takes us behind the scenes as it were 
and shows us all this development we have just been reading about in its 
true setting as part and parcel of the epic struggle of the Hellenic people to 
regain their independence in both the material and the spiritual sphere, and 
he shows us also the all-important part played by the University in this 
noble achievement. 

Finally Dr. Andrianakos closes with a few words on the double use of 
history—to immortalize the great men and deeds of the past, and to spur on 
future generations to become worthy followers of their illustrious ancestors— 
and gives a short résumé of what he set out to do in writing this book, 
viz., to give a full account of the progress of obstetrics and gynaecology in 
Greece during the first century of her independence, to pay a tribute of 
homage and gratitude to the founders of Greek Medicine, the great dead 
and their successors, the aged authors of modern medical science; to 
encourage present-day scientists in their struggle and to give them new zeal 
for their work; to inspire the younger generation with noble sentiments and 
lofty ideals, and finally to hold up the feats of their ancestors as an 
example for them to follow. 

It will thus be seen that Dr. Andrianakos’ book is a mine of information 
on the history of midwifery and gynaecology in Greece; and its value as a 
book of reference is further enhanced by a most elaborate and detailed 
table of contents, and three indexes (names of foreign authors quoted, 
names of Greek authors, and subject-index). Indeed it may without any 
exaggeration be called a model of what a book of this kind should be, and 
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no future historian of Greek Medicine will be able to do without it. But 
it is far more than a collection of facts and statistics, it is also a first-rate 
literary achievement as anyone who is conversant with the modern Greek 
idiom may find out for himself. 

N.B.—The author considers the unification of obstetrics and gynae- 
cology as the greatest factor in the progress made in these subjects during 
the last century. This is several times repeated in the book, 


L. H. Howard Bertie. 


‘‘Pseudocyesis,’’ by GEORGE Davis Bivin, Ph.D., and M. PAULINE 
Kuincer, M.A. The Principia Press, Inc., Bloomington, Indiana. 


In the preface to this book Miss Klinger explains why she undertook the 
problem of putting together the material on pseudocyesis collected by the 
late George Davis Bivin, M.A., Ph.D. This gentleman, after some years of 
College teaching, took up the practice of medical psychology and, having 
encountered a case of pseudocyesis, determined to carry out a research, and 
eventually to publish a monograph upon this subject.. He pursued this 
quest with great enthusiasm, but unfortunately was taken ill and died before 
the work was completed, and the present volume has been compiled solely 
by his co-author. The scope of the work is defined as ‘‘a résumé of know- 
ledge on this subject,’’ but the author disclaims any originality in the 
following words: 

“In this study we make no pretence of adding anything new to the 
literature of pseudocyesis. We offer no new hypotheses, no new aetiological 
theories, and, except for a few cases, no new facts. Rather we have been 
content to examine the evidence, and set conflicting reports side by side.’’ 

These claims are modest, but even so one may well question the wisdom 
of any non-medical worker who sets out to make a critical analysis of the 
literature dealing with an obscure clinical problem and aspires to the author- 
ship of a monograph upon a rare and complex disease. The successful 
accomplishment of such a task demands a training and discipline which 
can only be obtained in the wards of a hospital, and with regard to the 
volume under review there is abundant internal evidence to show that the 
authors have been denied that privilege. It is evident that much time, 
energy, and money have been expended upon the collection of cases and 
research into the literature, and a special tribute must be paid to Miss 
Klinger, who has displayed unusual ability in working up the material 
placed at her disposal; but it is obvious that the task was beyond her powers. 

The book is based upon the clinical records of cases extracted from the 
literature or communicated privately to the late Dr. Bivin. In all, upwards 
of 440 cases have been collected and analysed from the point of view of 
aetiology, symptoms, diagnosis, and treatment. At the outset the whole 
series is analysed in one extraordinary table composed of 51 different headings 
in which the details of each case are indicated by letters and other symbols. 
Provision is also made for a further analysis by a multiplication of the 
symbols in certain of the columns as, for example, in that entitled ‘‘Preg- 
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nancies—Pseudos’’ where the letters B, I, A, and IA, are employed to 
indicate the following somewhat cryptic variations: ‘‘Pregnancies before 


Pseudo,’’ ‘‘Pregnancy in Pseudo,’’ ‘‘Pregnancy after Pseudo,’’ ‘Pregnancy 
in and after Pseudo’’; hence for the reading and interpretation of the table 
a key is necessary . . . and supplied. 


It is difficult to believe that the data upon which this table is based are 
trustworthy, or that such an analysis can have a clinical or scientific value 
at all commensurate with the amount of work put into it. Moreover, the 
type is so small (the 51 headings are compressed into 7 inches of space, and 
approximately 25 cases are dealt with on each page) that a magnifying-glass 
is almost as necessary as the key to the symbols. There are a number of 
other less formidable tables in the book, and also some illustrations, but 
with the single exception of the photograph of Dr. Bivin’s own case, which 
is certainly very striking, these illustrations and tables do not possess any 
particular interest. 

Throughout the book there is much unnecessary repetition and a very 
tiresome reiteration of irrelevant details. In two instances at least the same 
case is described in the same language in two different chapters, and the 
book might have been reduced to half its size without sacrificing anything 
of importance. 

In view of the limitations of the author it is surprising that she should 
have overcome her difficulties so well, but nevertheless there are many self- 
revealing passages. There are, for example, no less than 22 different references 
to the book written by Montgomery on the ‘‘Signs and Symptoms of Preg- 
nancy’’ in 1857, and any non-medical reader might well assume that Mont- 
gomery was still the leading authority on this subject. There are, on the 
other hand, only two references to the use of X-rays in the differential 
diagnosis of pregnancy, and even then one of them is quoted apparently to 
cast doubt upon the value of the method. And while only passing reference 
is made to the mouse test and the relation of hormones to pseudo-pregnancy, 
several pages are devoted to the effect produced upon a phantom tumour 
by the administration of anaesthesia, as if this matter were still sub judice. 
The author’s lack of knowledge of clinical medicine is indeed everywhere 
apparent: on page 27 it is stated that 54 per cent of cases of pseudocyesis 
suffer from ‘‘Amenorrhea Menstruation,’’ and on page 155 a case is described 
in which a real pregnancy was an accompaniment or complication of an 
imaginary one. Dealing with treatment the author states that the desired 
end in mental treatment may be accomplished by deceiving the patient, and 
she quotes the following dictum of Dr. Marandon: ‘“‘The lie, however 
villainous and odious it may be, is often the duty of the physician.’’ Curet- 
tage as a means of treatment is supported by references to Adamson (1872) 
who ‘‘scrubbed out the uterus, left medicines, prescribed rest and fat- 
reducing diet.’’ On page 174 it is solemnly stated that catheterization as a 
means of treatment of pseudocyesis has been used successfully and that the 
abdominal tumour has disappeared following the emptying of the bladder. 
A case of Horrocks (1883) is then described in which the doctor mistook a 
fluctuant suprapubic tumour in an unmarried woman for a pregnant uterus, 


117 











JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


although the hymen was intact and the cervix normal, and yet made a 
diagnosis of hysterical pregnancy. The author makes no comment on the 
fact that the tumour disappeared when 28 ounces of urine were removed 
from the bladder. 

In view of the circumstances in which this book has been prepared and 
written, it would be unfair to judge it by the critical standards which are 
rightly applied to the works of medical writers. The bibliography and the 
information which have been so laboriously acquired and so conscientiously 
recorded will remain as a storehouse for future investigators (and, as such, 
are of definite value), but the book itself must be regarded rather as a pious 
memorial to an enthusiastic worker than a scientific monograph on the 
subject of pseudocyesis. 

A.L.R. 


“‘Obesity,’’ by W. F. CuristiE, M.D. William Heinemann (Medical Books) 
Ltd., London. 1937. 204 pages. Price 12s. 6d. 


Tus book carries the sub-title “‘A Practical Handbook for Physicians.’’ 
It completely justifies this description. The main facts relating to obesity 
are well presented and the practical advice offered is sound.. The author 
commences with an account of the function, structure and composition of 
adipose tissue. The causes of obesity are next discussed. Stress is rightly 
laid on the over-consumption of concentrated foods of high calorie value as 
being the chief cause. The clinical features found in obese subjects are 
reviewed and the penalties referable to the burden of weight are well brought 
out. Two-thirds of the book consists of information in regard to reducing 
diets and the nutritive values of the common foods and beverages. The drug 
and endocrine treatment of obesity are assigned a very small place indeed. 
The author does not favour the use of thyroid extract in hypogonadal obesity 
unless the metabolic rate is lowered. In his opinion ovarian hormone therapy 
is valueless in the reduction of excess of fat developing at the menopause 
or after an artificial menopause. The book is to be thoroughly recommended 
as an excellent practical guide to the subject. 
H.L.M. 


‘‘Antenatal and Post-natal Care,’’ by Francis J. Browne, M.D., D.Sc., 
F.R.C.S. (Edin.), F.C.O.G. London, 1937: J. and A. Churchill. Price 
18s. 


THE scope of this book has been notably increased in the present edition. 
The management of normal and all kinds of abnormal pregnancy is com- 
prehensively dealt with, and the few small gaps left in the first edition have 
been filled. 

In standard textbooks on medicine and surgery it is unusual to meet 
discussion of the personal relation between doctor and patient. Whether 
this should be so is perhaps arguable: but there is no doubt that Professor 
Browne has done right in stressing this relation here, for it is probably 
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nowhere more important than in obstetric practice. Confidence in her 
attendant enables a woman to approach labour without fear and goes far 
towards ensuring that she achieves normal function. G. D. Read’s chapter 
on ‘‘ The Influence of the Emotions upon Pregnancy and Parturition,’’ has 
been enlarged; he describes in detail how the patient is encouraged during 
labour to make use of the lessons in relaxation which she has learnt during 
pregnancy. This is a most stimulating chapter. 

A. J. Wrigley, in a new section on ‘‘The Prenatal Preparation for the 
Confinement,’’ also tackles the relation between doctor and patient from a 
rather different point of view. He deals succinctly and shrewdly with the 
question of the action to be taken when some abnormality is discovered. 
Supervision of pregnancy, perhaps particuarly when carried out at a clinic 
where medical students and nurses are being instructed, may easily lead to 
unnecessary discussion of abnormalities with consequent terrifying of the 
patient, and anyone with a large experience of obstetrics knows that the 
anticipated bogies are frequently non-existent. Wrigley says: “If any 
abnormality is discovered, a decision must first be made . . . whether the 
patient need be told at all, and if told, it is a far wiser plan to tell every- 
thing.”’ : 

It is desirable that while paying scrupulous attention to the individua 
antenatal patient under our eye we should not forget that care during and 
after pregnancy is only one part, though a very important one, in the 
vigilant supervision necessary for the units of the community throughout 
life. A short but intriguing new chapter by J. S. Fairbairn indicates this: 
he follows the child from the midwife to the welfare clinic, thence to the 
school medical officer, and finally to the panel practitioner, touching in 
passing on the sound Utopian idea of prenuptial examination. He contrasts 
antenatal supervision as carried out in a hospital with that of a welfare 
clinic: the hospitals have concentrated too much on the purely obstetric 
side, in which the clinics are less efficient, while the clinics, though some- 
times weak in obstetrics, have done excellent work in teaching constructive 
hygiene and mothercraft, subjects which hospitals have on the whole 
neglected. There is an undoubted tendency to antagonism between the 
voluntary hospitals and the clinics of the public health authorities, and it 
is probable that the interests of the community would be better served if 
all maternity hospitals were in the hands of local authorities, so that the 
services of obstetric specialities, clinic officers, almoners, midwives, health 
visitors, could all be co-ordinated and intelligently directed: under such a 
scheme one of the essentials would be to allow clinic officers the essential 
experience of attending patients in labour, at any rate from time to time. 

Professor Browne has also made many well thought out additions to his 
own chapters, which constitute more than nine-tenths of the book. 

In Chapter III a useful list of things required for mother and baby in a 
domiciliary confinement has been added. The pages on diet in pregnancy 
have been re-written. The importance of a relatively high protein intake is 
stressed. It is pointed out that an adequate diet for the expectant mother 
costs money, and that it must often be impossible for the wife of an 
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unemployed man to be adequately fed during pregnancy without help from 
voluntary organizations or local authority. 

In discussing external version for breech presentation the author states 
that after 201 versions without anaesthesia at University College ‘‘ there 
was no instance of haemorrhage occurring as the result of manipulation,” 
but he goes on to say that in an elderly primigravida attempts at version 
are undesirable because of the risk to the foetus. Surely version without 
anaesthesia can be safely attempted in these cases. 

The practice of paracentesis uteri for hydramnios, previously frowned 
on, is now sanctioned in patients in whom radiograms show an apparently 
normal foetus. 

Professor Browne considers diagnostic curettage necessary in cases of 
possible chorion-epithelioma following hydatidiform mole. The reason why 
is not clear. As he states, the growth may not involve the mucosa and, 
therefore, may not be present in curettings; in this case the curettage is 
useless, while if there is mucosal growth it may be disseminated by curet- 
ting. As he also states, if the Zondek-Aschheim reaction gives repeatedly 
positive dilution tests, panhysterectomy is justified without further ado. 

_ The advice given to treat certain patients with placenta praevia expec- 
tantly when under supervision in hospital is regrettable. In placenta praevia 
the time and amount of the next haemorrhage is not known, and if slight 
cases not in labour are left untreated, some of them will bleed heavily and be 
unnecessarily endangered while under supervision. 

In the chapter on contracted pelvis an admirable paragraph indicating 
the importance of sleep and nourishment in trial labour is added. 

The account of toxaemias of late pregnancy has been largely re-written. 
An excellent short account of symmetrical cortical necrosis of the kidneys 
is given. The reviewer of the first edition criticised the omission of abnormal 
increase in weight as an early sign of pre-eclamptic toxaemia. This point 
is fully discussed, and Browne considers that a case has been made out for 
routine weighing in pregnancy. Rapid increase in weight may indicate the 
onset of toxaemia, though it may occur without subsequent toxaemia: 
toxaemia may develop without abnormal increase in weight. 

Under pyelitis a summary of Baird’s findings has been added. The 
details of recent successful treatment by ammonium mandelate and pron- 
tosil are given. 

R. W. A. Salmond has contributed a new chapter on radiology in 
obstetrics. This is sound and orthodox. The modern methods in the 
diagnosis of placenta praevia are detailed. Salmond has found the method 
of injecting opaque material into the bladder (Ude, Weum, and Urner) 
unreliable. In spite of difficulties he has found the intra-amniotic injection 
of uroselectan B (Kerr and McKay) or perabrodil useful. 

Details of the methods of cephalometry and internal pelvimetry are 
given. It is probable, however, in spite of all that has been said to the 
contrary, that radiology seldom throws additional light on the problem of 
a case of contracted pelvis when a thorough clinical examination has been 
made. 
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The diagnosis of pregnancy is seldom first made by radiological means 
in these days, owing to the efficiency of the Zondek-Aschheim test. 

In the chapter on post-natal care the treatment of cervicitis by zinc 
chloride (Bourne, Bond, and McGarrity) is given in detail. A well illus- 
trated table of post-natal exercises has been added. The investigation of 
puerperal backache and its treatment are fully described. 

Professor Browne has been wise in not going further into discussion of 
the rvéle of the general practitioner in the midwifery service of the future. 
He quotes Miles Phillips, who thinks that the smaller maternity hospitals 
w'll be run by ,family doctors with special postgraduate experience in 
obstetrics, and gives evidence that at any rate some of the general prac- 
titioners of to-day would gladly part with their midwifery and its responsi- 
bilities. At the present time it is difficult to visualize what arrangement is 
likely to be made. For the moment the wisest thing is probably to teach 
medical students all they can learn about normal and abnormal pregnancy, 
the phenomena and management of normal labour, the recognition of 
the abnormal in labour, and the operations with the low forceps and 
perineal repair. 

Professor Browne has written a book which is at the same time an 
admirable guide for the obstetric specialist and a reliable work of reference 
for the practitioner who only seldom meets obstetric abnormalities. 


Andrew M. Claye. 
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Review of Current Literature. 





Director: FREDERICK Rogurgs, M.A., M.D., M.Chir. (Cantab), 
F.R.C.S., F.C.0.G. 


THis Review contains the lists of contents and abstracts of the more 
important articles from the following journals with which the “Journal 
of Obstetrics and Gynzcology of the British Empire’? exchanges :— 


British.—The Lancet; British Medical Journal. 

Canadian.—The Canadian Medical Association Journal ; Bulletin Médica! 
de Quebec. 

Australian.—-Medical Journal of Australia; The Australian and New 
Zealand Journal of Surgery. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology: The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics; American Journal of Diseases of Children. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de ta 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Bruxelles Medical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia; Revista Italiana di Ginecologia, Bologna. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshiilfe und 
Gyniakologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gynidkologie; Miinchener Medizinsche Wochenschrift; 
Monatsschrift fiir Krebsbekampfung. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 


The Review of Current Literature thus keeps the readers of the Journal 
in touch with current literature throughout the world. At the end of the 
year an Index of all the subjects contained in the articles of the above 
journals is printed. Arrangements are also made to include abstracts of 
important articles on border-line subjects, such as Physiology, Biology and 
Biochemistry. 


LIST OF ABSTRACTORS. 


London: J. Beattie, F.R.C.S.; A. C. BELL, F.R.C.S.; R. K. Bowes, 
F.R.C.S.; J. Lyte Cameron, F.R.C.S.; Atpert Davis, F.R.C.S.; 
F. H. Fintatson, F.R.C.S.; B. GmLBert, F.R.C.S.; R. J. KeErar, 
F.R.C.S.; R. Licutwoop, F.R.C.P.; J. A. Moore, F.R.C.S.; 
C. D. Reap, F.R.C.S. (Edin.); F. Rogues, F.R.C.S.; R. WINTERTON, 
F.R.C.S. 

Felsted: W. E. CRowTHER, M.B. 

Leeds: R. H. B. ApAMson, M.D., AND B. JEAFFRESON, F.R.C.S. 

Liverpool: M. Datnow, F.R.C.S.; P. Mapas, F.R.C.S.; T. N. A. 
JEFFCOATE, F.R.C.S. 

Manchester: R. NEwTon, M.D. 

Glasgow: JANE H. FILsHILt. 
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REVIEW OF CURRENT LITERATURE 
British Medical Journal. 


No. 3978, April 3, 1937. 
*External version for breech presentations. Chamnalal Mehta. 


No. 3980, April 17, 1937. 
*Surgical intervention in obstetrical practice. Dame Louise MclIlroy. 


No. 3982, May 1, 1937. 
*Blood transfusion in obstetrics. Malcolm Black. 


No. 3983, May 8, 1937. 
*The habitual abortion and stillbirth syndrome and late pregnancy 
toxemia. James Young. 


No. 3986, May 2gth, 1937. 
*Treatment of trichomonas vaginitis by silver picrate. W. Neville Mascall. 


No. 3987, June 5, 1937. 
*Advanced extra-uterine pregnancy. A. Patrick. 


No. 3988, June 12, 1937. 
*Oral administration of oestrin to premature babies. Mabel F. Potter. 


No. 3991, July 3, 1937. 
*Tubo-uterine implantation for sterility. V. B. Green-Armytage. 


No. 3996, August 7, 1937. 
*Nutritional needs in pregnancy. Sir Robert McCarrison. 


No. 3998, August 21, 1937. 
*Rupture of the pregnant uterus from indirect injury. Grace Stapleton. 


No. 4001, September 11, 1937. 
*The chemical diagnosis of early pregnancy. Jocelyn Patterson. 


No. 4002, September 18, 1937. 
*Aids in the diagnosis and treatment of ectopic gestation. W. C. Nixon. 


No. 4005, October 9, 1937. 
*Prontosil and similar compounds in the treatment of puerperal haemolytic 
streptococcal infections. G. F. Gibberd. 


EXTERNAL VERSION FOR BREECH PRESENTATIONS. 


This very interesting paper is based on over 5,000 deliveries, of which 
g9 were breech presentations. There was a total foetal mortality of 38, of 
which 9g were in primiparae and 29 multiparae. The author’s treatment is 
on the general lines used in this country, with the exception of his sug- 
gestion that version should be attempted from the thirtieth to the thirty- 
second week rather than later, on the grounds that it is easier to perform 
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at this stage. It is the experience of most obstetricians that a great many 
cases—some put it as high as 30 per cent—have a breech presentation 
between the thirty-second and thirty-fourth week and it would seem un- 
necessary to subject the patient to a manceuvre which might be rendered 
superfluous merely by waiting. 


SURGICAL INTERVENTION IN OBSTETRICAL PRACTICE. 

There is no doubt that surgical intervention is still too prevalent in 
obstetrical difficulties, and Dame MclIlroy’s paper serves as a salutary 
reminder that the easiest and most convenient method of delivery is by 
no means always the best for the patient. Maternal mortality statistics 
prove conclusively that conservative methods give the best results, and 
the ‘‘wait and see’ rule might be more often adopted in this connexion. 
The paper deals with the induction of abortion and premature labour, 
version, tumours, forceps and Caesarean section, and each is described 
both from the indicative and technical point of view. Most of the treat- 
ment is on conventional lines, and it is gratifying to note that the writer 
has given up her old teaching of packing the vagina in cases of toxic and 
ante-partum haemorrhage. 


BLOOD-TRANSFUSION IN OBSTETRICS. 


The importance of prompt blood-transfusion in obstetrical haemorrhage 
has only tardily been realized, and every contribution which illustrates 
this is of importance from the point of view of propaganda. In this review 
of the work at the Glasgow Royal Maternity Hospital, it is shown con- 
clusively that at least 60 per cent of the deaths from haemmorrhage can 
be avoided if a transfusion is given within one hour of the patient’s 
admission. It is quite obvious that to attain a standard of efficiency by 
which the operation can be done as quickly as this, a highly-organized 
team must be within call, and such a state of affairs is by no means easy 
to arrange, particularly in the smaller towns. There is, however, no reason 
why this should not be accomplished, regardless of the difficulties and 
expenses, and it is hoped that it will be carried out before the public 
attention, at present concentrated on puerperal sepsis, is diverted to what 
is a grevious deficiency in the national maternity services. 


THE HasiTuaL ABORTION AND STILLBIRTH SYNDROME AND LATE PREGNANCY 

TOXEMIA. 

In this very exhaustive and copiously annotated paper the view is put 
forward that one of the most important causes of habitual abortion is a 
disturbance of the metabolism of pregnancy in the direction of a deficiency 
of vitamin E. The cases stated in support of this contention are striking 
in the extreme, and though it is too early to be absolutely definite about 
the connexion, there is no doubt that adequate prolan and hormone therapy 
have produced consistently good results in this connexion. The contention 
that pregnancy toxaemia is more obscure in its effects is consistent with 
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the view that while major degrees of hormone deficiency may cause an 
abortion without toxaemia, if the deficiency is less marked the pregnancy 
is capable of progressing to the latter months, but with the added risk 
of toxaemia. The question is also raised as to the part played by diet in 
racial fertility, and more especially as to how far changes in the con- 
sumption of essential dietetic elements may have contributed to the 
declining birth-rate. 


TREATMENT OF TRICHOMONAS VAGINITIS BY SILVER PICRATE. 

Though the majority of cases of trichomonas vaginitis clear up satis 
factorily under the routine stovarsol treatment, a certain proportion either 
repeatedly recur or relapse into an intractable chronic state. A variety of 
methods, including vaginal swabbing, diathermy, antiseptic desquamation 
and other drastic procedures have been from time to time advocated as 
panaceas, but few have stood the test of permanent cure. The silver 
picrate insufflator method, has, however, been used with gratifying results 
for some time in America, and this paper is a description of the technique 
employed there. The powder is insufflated into a vagina ballooned by the 
air pressure of the apparatus, so that the folds are opened out to allow of 
complete surface exposure. A pessary of the same chemical is then left 
in the vagina, and repeated daily except during menstruation, the duration 
depending on the continued presence of the organism and the symptoms. 
Of 28 cases so treated the trichomonas disappeared the next day in 26, 
and in 15 of these was never found on subsequent examinations. In 13 a 
relapse or re-infection occurred, but in nearly all the symptoms were 
markedly relieved, the discharge diminishing in amount, the inflammation 
subsiding, and the soreness abating. 


ADVANCED EXTRA-UTERINE PREGNANCY. 

A case of extra-uterine pregnancy of 19 weeks’ duration is recorded. 
It was encountered as an acute abdominal emergency with pain, vomiting 
and collapse due to haemorrhage. This condition is relatively uncommon, 
for though ectopic gestation occurs in about 0.4 per cent of all pregnancies 
the great majority rupture at the eighth week. 


OrAL ADMINISTRATION OF OESTRIN TO PREMATURE BABIES. 


Anything which will reduce the very considerable neonatal mortality is 
naturally welcome, and it does appear that the administration of oestrin 
is of some value in this respect. It was introduced by Aschheim and by 
Moncrieff some years ago on the basis that whereas full-time children 
possess a comparatively large amount of oestrin in the body it is relatively 
absent in the premature child, which thus lacks the normal stimulus. The 
latter author, however, was not very favourably impressed with the value 
of routine treatment by subcutaneous injection, and the method, therefore, 
is falling into disuse. The author, however, has found that experimental 
oral feeding in mice was productive of good results, and she has used it 
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for premature infants with apparently considerable success. The dose is’ 
500-international units given twice daily; since commencing treatment no 
premature baby to whom it was administered has died at the Bristol 
Maternity Hospital. It would appear, therefore, that the method is worthy 
of extended trial, in spite of the highly theoretical nature of the rationale. 


TUBO-UTERINE IMPLANTATION FOR STERILITY. 


A new operation is described for tubal implantation for sterility. The 
method is a modification of Bonney’s technique, and consists essentially 
in drawing down into the uterus the healthy cut end of the Fallopian tube, 
by traction through a probe passed upwards from the vagina. A case in 
which a full-time pregnancy was reached after this operation is described, 
and, while many gynaecologists consider that it is hardly worth while to 
perform salpingostomy and other plastic operations unless the tubes are 
closed at the fimbrial ends, there is no doubt that if surgery is decided 
upon the ingenious procedure here described is the one of choice. 


NUTRITIONAL NEEDS IN PREGNANCY. 


The problem of nutrition in connexion with pregnancy and parturition 
is one of the widest and most difficult in obstetrics. There is a good deal of 
difference of opinion as to the importance of the effect of a deficient diet in 
connexion with motherhood, but the results of the large-scale experiment 
in Wales would appear to indicate that it is of more importance than has 
hitherto been suspected, both in the prevention of puerperal sepsis and in 
the avoidance of the more insidious complications of parturition. Whether 
the addition of various proportions of minerals and vitamins to the diet is 
adequate remains to be seen, but there is no doubt that it is a pharma- 
ceutically correct procedure when the latter is deficient. The principle, 
however, that the natural foods are better than any synthetic product is 
borne out by practice, and while its application remains a matter of 
economic impossibility it is more than worth while to concentrate on the 
less efficient but still comparatively satisfactory chemical products. 


RUPTURE OF THE PREGNANT UTERUS FROM INDIRECT INJURY. 


A case of rupture of the uterus at the thirty-eighth week, due to 
indirect injury through a fall, is described. The foetus was removed by 
laparotomy and the patient made a good recovery after suture of the 
uterus. 


THE CHEMICAL DIAGNOSIS OF EARLY PREGNANCY. 


A new method for the chemical diagnosis of early pregnancy is described. 
It is based upon the detection of oestriol, the predominating oestrogenic 
hormone in pregnancy urine, by means of the Kober phenolsulphonic colour 
reaction. The method is a somewhat complicated one, but it has the 
advantage of being more rapid than the biological tests. It appears to be 
as certain as the Friedmann reaction, and, though not available at so early 
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a stage as the latter, it provides an adequate alternative when biological 
laboratory facilities are not at hand. 


AIDS IN THE DIAGNOSIS AND TREATMENT OF Ectopic GESTATION. 


The diagnosis of ectopic gestation before rupture has always been a 
bugbear to gynaecologists, and in this article the author marshals the signs 
and symptoms which are a help in its differentiation from other tubo- 
ovarian swellings. The author alleges that the presence of pulsation in the 
fornices is of considerable help in arriving at the correct diagnosis, for he 
has found a haematocele at operations in every case in which this was 
present. A notable omission, however, from his list of diagnostic aids is 
the method of suction curettage, by which a small piece of endometrium is 
removed by means of a fine cannula and immediately examined to see if 
decidual changes are present. We have found this method invaluable in 
two cases in the differentiation of tubal gestation from septic abortion 
with tubo-ovarian abscess. 


PRONTOSIL AND SIMILAR COMPOUNDS IN THE TREATMENT OF PUERPERAL 
HAEMOLYTIC STREPTOCOCCAL INFECTION. 


This important article gives the results obtained at Queen Charlotte’s 
Hospital following the use of prontosil in haemolytic streptococcal infec- 
tions. The writer has found the drug to be free from serious danger, and 
its employment has resulted in a very great reduction in the mortality 
from this condition. His findings are of interest in that there is nowadays 
a good deal of scepticism concerning the universal value of this and similar 
compounds. Our own experience has been somewhat unfortunate in that 
freedom from risk has not been certain, while jaundice following its ad- 
ministration has been an occasionally alarming symptom. It should also 
be remembered that there has lately been a tendency for diminution of 
the generalized haemolytic streptococcal infection for which prontosil is 
primarily recommended. Gibberd’s article, however, contains striking 
statistical evidence of the value of this treatment, and while general im- 
pressions may not give so satisfactory an opinion it does appear that the 
routine employment of prontosil in chosen cases is of value, though Cole- 
brook’s original claims seem to have been somewhat optimistic. 

Albert Davis. 


The Canadian Medical Association Journal. 


Vol. xxxvii, No. 3, September 1937. 
*A preliminary report on glandular therapy in gynaecological conditions. 
Marion Hilliard. 
*The gynaecological and endocrinological aspects of sterility. Henry A. 
Baron. 
*Rupture of the membranes in relation to labour. James C. Goodwin. 
*Missed abortion. Ross Mitchell. 
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*Some impressions of a gynaecologist in post-War Europe. Sir Beckwith 
Whitehouse. 


Vol. xxxvii, No. 4, October 1937. 
*Endocrine factors in normal and abnormal menstruation. Melville C. 
Watson. 


A PRELIMINARY REPORT ON GLANDULAR THERAPY IN GYNAECOLOGICAL Con- 

DITIONS. 

The author briefly outlines the action of the pituitary hormones and 
their actions on the ovary, stimulating the production of the follicular 
hormone, oestrin, and the corpus luteum hormone, progestin, which again 
in their turn act upon the endometrium. Three preparations were used in 
the investigation: (1) Theelin, a preparation comprised of chemically pure 
crystalline oestrogenic hormone, ketohydroxyoestrin, isolated from preg- 
nancy urine and amounting to 2,000 units per c.c. (2) Antuitrin S, an 
anterior pituitary-like gonad-stimulating hormone derived from pregnancy 
urine, and related to but not identical with the anterior pituitary gonado- 
tropic principle. (3) Antuitrin gonadotropic hormone, the actual gonad- 
stimulating hormone obtained from the anterior lobes of the pituitary gland 
of the sheep. 

Numerous cases are reported illustrating the conditions treated. 
Menorrhagia and metrorrhagia due to endocrine imbalance, post-menopausal 
bleeding excepted, were treated with antuitrin S, which is more comparable 
to the luteinizing principle prolan B, the average dosage being 2 c.c. twice 
weekly, and when the bleeding persisted after the normal time, 2 c.c. thrice 
weekly were administered. The results were fairly uniform and very en- 
couraging. Menopausal symptoms beginning before and continuing after the 
cessation of menstruation were treated with theelin in oil, 2,000 units being 
given thrice weekly for a variable length of time. Seventy-six patients were 
so treated and the symptoms were relieved in all of them. The results were 
specially good when the chief symptoms were exhaustion, nervous disability 
and pruritus vulvae. 

The value of this glandular treatment in delayed menstruation requires 
further and more extensive investigation, but it was found that dysmenor- 
rhoea in young girls, when menstruation was just beginning, was greatly 
relieved by glandular therapy. 

In post-partum women during lactation it was found that joint pains, 
exhaustion and headaches were greatly relieved by injections of theelin, 
2,000 units being given twice weekly for variable lengths of time. 


THE GYNAECOLOGICAL AND ENDOCRINOLOGICAL ASPECTS OF STERILITY. 


The author discusses at some length the causes of sterility, and advocates 
a thorough investigation of both husband and wife. This includes tests for 
basal metabolism in both; in the female, tests for tubal patency, investiga- 
tion of ovulation by means of the suction-curette, weekly study of the 
oestrin level in the blood and study of gonadotropic hormones; and in the 
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male, investigation of the number, morphology, motility and endurance of 
the spermatozoa; the investigation of the genitalia for obstructive lesions, 
congenital deformities preventing coitus, and congenital or acquired hypo- 
gonadism. 

In outlining treatment the author favours measures which provide 
a proper food intake with high vitamin and protein content, and the taking 
of proper exercise, limiting the ingestion of alcohol and nicotine. The author 
considers that endocrine therapy plays only a small part in treatment. The 
use of large doses of oestrin is to be deplored, as many unknown effects may 
be produced, and it must be remembered that there is a close relation be- 
tween the oestrogenic hormones and carcinoma. 

A fairly full bibliography is appended, 


RUPTURE OF THE MEMBRANES IN RELATION TO LABOUR. 


Various methods employed for the induction of labour are enumerate¢ 
and briefly considered; discussion is made at some length upon artificiat 
rupture of the membranes in vertex presentations when the head is engaged, 
as a Safe and useful procedure for initiating labour. A review of reports from 
the literature dealing with spontaneous and artificial rupture of the mem- 
branes and the relation of this procedure to the ensuing labour is presented. 
The author is of the opinion that the bag of water is not necessary for 
cervical dilatation, which should be regarded as an intrinsic function of the 
uterine muscle, relatively independent of a possible thrust of the presenting 
part. Spontaneous or artificial rupture of the membranes in reality expedites 
labour, and is never associated with the dangers and disadvantages formerly 
attributed to dry labour. 

The membranotome, a new and simple instrument designed for the 
purpose of artificial laceration of the membranes, is described, and two 
illustrations depicting its mechanical characteristics and action are given. 
This instrument consists of a small, sharp hook lying inside a metal cylinder 
attached to a slip ring which may be clipped to the index finger near its 
tip. When the finger has been passed through the cervix uteri, the sharp 
hook is made to project beyond the end of the cylinder by means of a 
flexible tube through which slides a stiff wire. The sharp hook is then pressed 
against the membranes causing them to be torn, the hook being allowed to 
retract before the finger is withdrawn, or while pressure is made upwards on 
the membranes, permitting the escape of amniotic fluid. There is no danger 
of injury to the child’s scalp or to the cervix. The whole instrument may 
be sterilized by boiling or steaming in the autoclave, and it may be worn on 
the finger while routine aseptic examination is made. 

A routine method of promoting the onset of labour is outlined. At 6 a.m. 
half an ounce of castor oil is given, followed by a soapsuds enema at 10 a.m., 
and 3 grams of quinine hydrochloride at 11 a.m., this dose being repeated 
at 1 p.m. If no pains are evident at 5 p.m. the membranes are ruptured. 
Should labour not have begun by 8 a.m. on the following day, 1 minim of 
pituitrin is given intramuscularly, and if no effect is noted 3 minims are 
repeated in 15 minutes and again every half-hour until labour begins. 
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An. extensive bibliography, obtainable on request, has been prepared in 
correlation with the text, but has not been published. 


MISSED ABORTION. 


A patient, aged 21, having previously menstruated regularly for six to 
seven days at intervals of 28 days, had her last regular menstrual period on 
July 15th. Early in November there was slight bleeding. A diagnosis of 
pregnancy was made, and as no further signs of pregnancy developed by 
April, X-ray photographs were taken, but a foetal skeleton was not seen. 
Friedman’s test was negative. Examination revealed a hard cervix and a 
firm uterus of the size of three months’ gestation. A diagnosis of missed 
abortion was made and the mole was removed intact by abdominal 
hysterotomy. A corpus luteum was present in the right ovary, the left 
being smaller than normal. The mole measured 8 centimetres long by 6 
‘centimetres wide, being pear-shaped. The outer surface was rough and grey 
in colour. The interior of the specimen was a cavity 6 centimetres by 4 
centimetres. A foetus was not seen in the specimen. Microscopic examina- 
tion revealed decidual tissue and chorionic villi in a very good state of 
preservation. The outer portions of the villi were covered by a layer of 
syncytium, varying in thickness in different places. The layer of Langhans’s 
cells was completely absent. Areas of calcification and necrotic areas were 
seen in the specimen. It was considered that the age of the pregnancy in 
this case could be definitely placed at something over two months when the 
uterine contents became separated from the interior of the uterus, because 
there is a normal disappearance of Langhans’s cells at the end of the second 
month of gestation, their place being taken by the synctial layer. It was 
worthy of note that the chorionic villi were well preserved when it was 
considered that the uterine contents had been separated from the uterus for 
at least six months. 

There appears to be little mention in British and American literature 
of the subject of missed abortion, which is regarded as a rare occurrence. 
Some writers do not agree with this view and others assert the possibility of 
complete resorption of the entire ovum. The placenta may continue to. grow 
for some time after the death of the foetus, and may render the Friedman 
test positive. By some writers it is considered essential that the foetus, after 
its death, should remain for at least two months inside the uterus before 
the term ‘‘missed abortion’ is applicable. Usually the ovum is expelled 
spontaneously, but it may be retained for months or even years, Putre- 
faction and infection are both rare. One author recommends the prompt 
emptying of the uterus when the diagnosis is made. It is thought probable 
that the failure of the uterus to expel the dead ovum is due to lack of 
oestrin. 


SoME IMPRESSIONS OF A GYNAECOLOGIST IN Post-WAR EUROPE. 


In the vast Dominion of Canada, geographical difficulties are an _out- 
standing feature. From these the British Isles are in contrast free, especially 
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since the development of the cottage hospital utilizing the large teaching 
hospitals as bases for difficult and complicated cases. 

In Great Britain the most important present-day discussion is the rela- 
tion between the so-called voluntary hospital and the municipal or state 
infirmary, the former being considered almost as much of an institution as 
Parliament itself. It is difficult to describe what the difference really is 
between the two institutions, but it may be expressed by saying that in a 
voluntary hospital the inmate is a ‘‘patient’’ and in the municipal hospital 
just a ‘‘case’’. , 

In 1922 the author visited Brussels to see the work of the late Professor 
Dépage, whose hospital might be compared with the British infirmary, but 
is not so well equipped. There was a very large operating theatre where 
two operations in separately roped-off areas were simultaneously conducted, 
one surgeon performing a gastro-enterostomy while his assistant at the 
adjoining table was removing a tuberculous appendix. The Professor appeared 
to be displeased because his assistant had not transplanted the ovaries in 
his patient for the edification of the onlookers. This incident is cited to 
illustrate what the author noted in other of the clinics, viz., the exaltation 
of science and the art of surgery to the detriment of the best interests of the 
patient. This may be contrasted with what obtains in Great Britain, where 
the patient’s welfare is of primary importance and science is regarded as a 
servant and not as a master. 

In Brussels it was noted that the second and even third assistants of the 
Professor were two very senior men who seemed to be very attached to their 
duties which were so onerous and exacting as to preclude the possibility of 
their having any private or lucrative work. 

The general impression was that in Belgium the work was extremely good, 
but there was much straining after the spectacular. The private hospitals 
and clinics were good, but in the public institutions there appeared to be 
less comfort and equipment than that provided in the leading British 
hospitals. It must be remembered, however, that this visit was made ‘soon 
after the war, when the signs of the German occupation were still very 
much in evidence. 

In 1930 a visit was paid to Professor Gammeltoft’s clinic at Copenhagen, 
Professor Essen-MoOller’s clinic at Lund, and to the Radium-Hemmet at Stock: 
holm. Allusion is made to Professor Gammeltoft, to his charming per- 
sonality and friendliness, his excessive kindness, his technical skill, his art 
as a teacher and his tremendous nervous energy which placed him far above 
his fellows, but which finally overbore his strength, resulting in a break- 
down which tragically terminated his medical career. He lived very close 
to his clinic, being virtually on duty night and day, and taking a very 
active part in the training of his students.. This training, conducted by 
the most senior members of the staff, appeared to contrast favourably with 
that obtaining in Great Britain, where the active work is often relegated 
to junior teachers, who, themselves, are actually learning their art. This 
strenuous training of students in midwifery was regarded as a most ex- 
hausting ordeal, likely to be followed by physical and mental strain not 
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long to be endured, and which might possibly be followed by nervous 
wreckage and finally disaster such as that which overtook the brilliant 
professor of Copenhagen, 

In Denmark, where, as in Sweden, the population is scattered, medical 
assistance is often difficult to obtain. Midwives are specially trained to 
perform in emergency, such operations as version, low forceps, manual 
removal of the placenta and repair of minor perineal lacerations. A full- 
time professor is employed by the Danish Government to supply this state 
training for midwives. — 7 

A visit was made to Lund in Sweden to the gynaecological clinic of 
Professor Essen-Moller, reputed to be one of the greatest surgeons in 
Europe. His work was in conformity with that fine reputation, and he 
and all his assistants spoke English in deference to the visitors. The first 
assistant, himself a most proficient gynaecologist, later to succeed to the 
chair, made use of an abdominal retractor hooked to his belt. Later the 
visitors were shown over the spotlessly clean, airy, and flower-bedecked 
hospital, which also most commendably provided large and comfortable 
public rooms for convalescent patients. 

Stockholm was visited in the hope of ascertaining the reason for the 
extremely low maternal morbidity—which made Sweden, and incidentally 
Holland, the envy of Europe. Ninety-four per cent of the confinements 
took place in hospital, and the percentage is increasing. Distant places 
in the far north, viz., Lapland, are supplied with state-trained nurses 
transported by aeroplane. All complicated obstetric cases are treated in 
hospital. Occipito-posterior position is regarded as normal until impaction 
from non-rotation of the head occurs. The forceps rate in Professor Bovin’s 
clinic was 3.7 per cent, Caesarean section had only been performed three 
times in a series of 2,434 consecutive cases. Contracted pelvis is almost 
unknown in Sweden. It is worthy of note here, that in Holland deaths 
from toxaemia and eclampsia are omitted from statistics which provide 
the figures for estimating the maternal mortality. 

In 1935 a visit was paid to Vienna and Budapest, places which have 
suffered extremely from post-war economic difficulties and political factors. 
In Vienna amongst the gynaecologists of to-day are the outstanding names 
of Oskar Frankl, Adler, Schiller, Werner, Kahr and Halban. Vaginal 
hysterectomy, so popular in Vienna, seems to have increased in preference. 
Economy played some part, as this operation required less catgut and less 
time in hospital. Professor Adler’s patients were out of bed on the fourth 
day, and the majority went home on the tenth. A radical operation was 
performed by him for carcinoma of the cervix. The vaginal route was 
chosen and local anaesthesia employed, accession being obtained by means 
of a para-vaginal incision, permitting extensive removal of the para-cervical 
tissue. The lymphatic glands were not removed, but were treated with 
radium placed in containers along each lateral pelvic wall. The excellent 
condition of the patient and efficient team-work were impressive features. 

Professor Kahr, an outstanding exponent of vaginal surgery, performed 
two vaginal hysterectomies, demonstrating in detail the steps of the pro- 
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cedure, and the entire time that the patient was absent from the ward 
was half an hour. The hospital in which he worked was rendered for ever 
famous because of its association with the name of Semmelweis. 

Werner’s work was equally outstanding. Pathology still holds its high 
tradition in Vienna and is enriched by the work of Frankl and Schiller 
whose artistry is amply exemplified in their demonstrations and teaching. 
Schiller is an untiring worker, a great enthusiast and a great musician, who 
reads ancient Greek as a pastime. 

It must be remembered that the departments of medicine and surgery 
are no less important, than those of gynaecology, and provided that politics 
do not interfere with the work and its great teaching, Vienna will still hold 
its place. 

Budapest, a different city from Vienna, has an excellent medical school. 
Most gynaecological operations are performed under local anaesthesia, 
Professor Frigeysi being an exponent of the art. Research into hormone 
activities has a prominent place. 

Holland has a fine maternity record with low morbidity and mortality. 
Dutch women have no fear of labour and refuse anaesthetics; when such 
are administered the women are wont to keep it a dark secret. The Dutch 
Green Cross provides antenatal, post-natal and infant welfare services for 
small villages and places away from big centres. The residence of the local 
midwife provides a centre for out-patients for public health, for social 
hygiene and for the teaching of home nursing. Medical supervision is 
provided from the nearest city. These midwives are thoroughly trained, 
and admission to the appointment is by competitive examination of a high 
standard; postgraduate courses every three years are compulsory. 

The training school for midwives under Wesselink in Rotterdam is 
worthy of a visit. 

Other important places in Holland are the Physiological Clinic of Pro- 
fessor Noyen in Utrecht, and the Laboratory of Pathology and Anatomy of 
Professor Vries in Amsterdam. 

On returning to England an outstanding impression seemed to be the 
contrast between conditions on the Continent, where there seemed to be 
specialists and quasi-specialists, and the conditions in Britain, which is the 
home of the general practitioner, whose experience as a man of the world, 
whose medical skill and sound advice render him so important a member 
of the community. There is a danger, however, that his valuable services 
may be superseded by the numerous contributary schemes, and by the fact 
that fevers, tuberculosis, venereal diseases, antenatal maternal care and 
diseases of children are already becoming state controlled. Slowly, and 
perhaps insidiously, the British people are becoming nationalized and they 
may appreciate too late what they are losing. There appears to be a 
tendency towards sub-specialist groups, and there is perhaps a danger in 
this—especially in regard to surgery—as men not sufficiently trained or 
experienced may undertake work beyond their capabilities. 

There are many problems in Europe which are causing concern to-day : 
the increasing incidence of cancer, especially in women, the steadily falling 
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birth-rate, the menace of abortion with its deadly influence on the health 
and morals of the population and the increase of contraception, diminish- 
ing the general population and swiftly depleting the numbers of the better 
classes. These sordid matters of false principles have appeared in all 
civilizations when unhealthy factors have arisen in a crowded community. 


ENDOCRINE FACTORS IN NORMAL AND ABNORMAL MENSTRUATION. 


As menstruation is an index of ovarian function, accurate data regard- 
ing the time of onset and duration of the flow are most important. There 
is a definite sequence of changes in the ovary and endometrium resulting in 
normal menstruation. Blood escaping from the uterus from any other 
cause should be designated uterine bleeding. 

In this paper, the author endeavours to describe the changes occurring 
in the endometrial tissue during the normal menstrual cycle, and to com- 
pare these with the endometrial changes produced by continued oestrin or 
continued progestin stimulation by diseased ovaries. Six diagrammatic 
sketches, illustrating the conditions observed in several hundreds of sections 
from the endometrium, are given. It is considered that a study of epithelial 
tissue changes will supply an index to the reactions of the whole endo- 
metrium. 

The uterine glands extend from their bases near the uterine muscle to 
the free surface of the endometrium. After menstruation only a basal 
portion of the gland remains and the entire gland is reconstructed by the 
multiplication of the basal cells, as a result of stimulation by a hormone 
produced by the developing Graafian follicle. Three portions of these 
glands are described: first, a basal portion which remains the same as 
before, during and after menstruation; secondly, an intermediate portion 
in which there is active growth indicated by the presence of mitotic cells; 
and thirdly, the superficial part of the endometrium and the epithelium 
covering its surface. These gland cells, matured by oestrin, are stimulated 
by the corpus luteum hormone, progestin, and converted into active 
functioning or secreting cells. The immature epithelial cells near the base 
of the gland are unaffected by progestin. The cells in the superficial part 
show the full effect of the progestin. There is a cytoplasmic increase in 
the cell, the nucleus being near the basement membrane, and the cell 
membrane bulges into the lumen of the gland. This enlargement of the 
cells increases the length and tortuosity of the gland. 

The author, through his experiments, is of the opinion that the tissue 
loss during normal menstruation is limited to these mature cells in the 
glandular and surface epithelium which has been brought to maturity by 
oestrin and then fully activated by progestin. It appears that, owing to 
the great accumulation of secretion within the cells, they were not able to 
return to their former state when progestin stimulation was withdrawn; 
death and dissolution follow. The supplying arteries shrink in size and 
retract upwards to the uterine wall, and the venous sinuses undergo similar 
retrogression. 

When there is prolonged and excessive production of oestrin, the inter- 
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mediate and distal portions of the gland elements develop greatly in excess 
of that normally occurring so that the lumen of the uterus is filled with 
endometrium in the proliferative phase, which becomes necrotic in places 
while in others there is cystic dilatation of the glands. This type of hyper- 
trophy is most frequently seen during the menopause or early adolescence; 
but it may occur at any time during the reproductive era. Overproduction 
of oestrin may be due to some imbalance of ovarian stimulating hormone, 
such as that elaborated by the anterior pituitary, to inflammatory pro- 
cesses in the ovary, or to new growths such as granulosa-cell tumours. 
There is always an associated absence of corpus luteum formation in this 
type of hypertrophy. There may be complete amenorrhoea, or partial 
amenorrhoea followed by slight irregular bleeding, occasionally profuse. 
The bleeding is due, in some cases, to necrosis of the endometrium, 
although it is known that sudden diminution of oestrin concentration will 
be followed by haemorrhage. 

The author is of the opinion that this hypertrophy is likely to be followed 
by chronic endometritis, the formation of endometrial polypi, endometriosis, 
and probably a tendency to malignant change in the epithelium. 

When there is continued, excessive production of progestin, the endo- 
metrium is maintained in the functional phase. The cause of this luteum 
persistence is not known, but a corpus luteum may remain in the ovary, 
either as an abnormal mass or as a cystic tumour. The epithelial cells thus 
maintained during the menstrual phase become exhausted, superficial 
necrosis may occur and free bleeding result. As healing occurs less readily 
in this type than in that due to excessive oestrin production, bleeding is 
liable to be more severe and prolonged. This condition is more frequently 
found in multiparae and in the reproductive era. 

It is important to differentiate between the three types and conditions 
cited. Clinical investigation requires an accurate recording of symptoms, 
histological examination of endometrial tissue, and chemical estimation of 
the secretion products and of ovarian hormones in the urine. The rise in 
oestrin concentration causes increased water retention and increased blood- 
volume leading to tissue turgescence. The sudden decrease in. the con- 
centration of oestrin, such as frequently occurs after menstruation, leads to 
a temporary dehydration of the tissues. 

Histological examination of endometrial fragments is an important 
diagnostic procedure as it should be possible to differentiate between 
endometrium of the proliferative and of the functional phases. Venning 
and Browne have recently described a method for quantitive estimation of 
sodium pregnandiol-glycuronidate in the urine. It would appear that there 
is a definite relation between the excretion of this substance and the 
production of progestin. In normal cases it is present in the urine from 
the time of ovulation, disappearing two and a half days after menstruation 
has begun. This appears to afford a means of determining the presence or 
absence of functional luteal tissue. 

J. Lyle Cameron. 
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The control of puerperal sepsis in hospital practice. D. A. D’Esopo. 
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ICONTINENCE OF URINE IN THE FEMALE. 


Kennedy has written this paper as the result of a study of the function 
of the urethra in cases in which the nervous control of the sphincter is con- 
sidered to be normal. He was stimulated to do this in order that he might 
improve his disheartening results in cases of stress incontinence and he 
points out that generally the results of operative treatment are very poor. 
He begins by discussing the theories of various authors of the cause of the 
weakness and specially quotes Watson who believes it is due to the sagging 
of the neck of the bladder, with its surrounding sphincter, away from its 
normal attachment rather than damage to the sphincter itself. In order to 
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carry out his investigation he invented a special apparatus which is inserted 
into the urethra and records the variations of the pressure exerted on the 
walls of the urethra. The whole apparatus is filled with a 5 per cent 
solution of sodium iodide and the bladder itself is filled with a 3 per cent 
solution so that both the bladder and the distended urethra can be seen by 
X-rays. Pictures were taken at different pressures with and without volun- 
tary relaxation and with efforts to hold or void the urine. He obtained 
many interesting pictures and came to the conclusion that there was a 
sphincter throughout the whole length of the urethra, with a specially 
strong portion surrounding the middle third and that this part is probably 
under voluntary control. He believes that the cause of the incontinence is 
due to trauma of the inner and middle third sphincters of the urethra 
causing them to become partially fixed by fine bands to the postero-lateral 
margin of the adjacent pubic ramus. Probably, there is also some damage 
to those voluntary fibres which pass under the middle third of the urethra 
as a sling and are attached to each ramus of the pubis. He says that it is 
possible to relieve or cure this symptom by the correct operative procedure 
and promises a description of his technique at a later date. 


A STATISTICAL ANALYSIS OF THE RECORDS OF PRIMIGRAVIDAE OVER THIRTY- 

FIVE YEARS OF AGE. 

Roeder has compared the pregnancies, labours and puerperia of 113 
patients having their first labour at the age of 35 or more with a series of 
general cases. 

The complications of pregnancy in this series were as high as 40.7 per 
cent as compared with 18.6 per cent; half of these had signs or symptoms 
referable to toxaemia or to the cardio-vascular system. The complications 
of labour were slightly increased over the normal—the figure being 31 or 
27-4 per cent. In 20 of these there was either a persistent occipito-posterior 
position or a floating head at term and in three there was failure of cervical 
dilatation. The operative incidence was considerably increased. Caesarean 
section was performed in 24.7 per cent, forceps in 52.2 per cent, version in 
8.8 per cent, and breech extraction in 6.1 per cent—giving an operative 
incidence of 92.9 per cent. The complications of the puerperium were only 
slightly increased over the normal. Two mothers died, giving a maternal 
mortality figure of 1.76 per cent; one died from shock and cardiac failure 
following a version after 18 hours of labour, and the other from peritonitis 
following an elective Caesarean section. 


THE RELATION OF AFTER-PAINS TO UTERINE CONTRACTIONS FOLLOWING 

ADMINISTRATION OF PROGESTIN. 

Although after-pains are known to be associated with uterine contrac- 
tions it is equally well known that painless contractions may occur at 
certain times. The administration of progestin has been reported as bringing 
relief of after-pains and the authors determined to find out whether this 
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relief was associated with an abatement of uterine contractions or not. In 
order to determine this point they used the external hysterographic method 
of Dodek and correlated the onset and extent of pain-relief with the type 
of contractions found after the injection of one rabbit unit of progestin. 
Ten patients were used, seven were given progestin and the other three 
acted as controls. Relief from pain was obtained after the injection in every 
case but in none of the seven patients did motility cease within the time of 
recording. In three cases it did become distinctly less and in one slightly 
less. The chief change affected the height of the recorded contractions, but 
in every case the relief of pain preceded recognizable changes and in four 
cases, in which relief was obtained, no change was seen in the contractions. 
Therefore the authors come to the conclusion that the relief of after-pains 
by the use of progestin is not necessarily associated with striking changes 
in motility. They tend to agree with Moir that the cause of the pain is a 
prolonged ischaemia of the uterus during the contraction-phase and that 
somehow progestin prevents this circulatory disturbance. 


GENERALLERGY AND METRALLERGY. 


After giving a brief account of the action of allergens and the defensive 
mechanism of the allergins the authors explain the chief clinical manifes- 
tations of oedema and spasm as seen typically in hay fever and asthma. 
They also describe how the symptomatic expression of allergy may vary in 
the same individual at different ages and that the allergy may shift its chief 
attack from one system to another under the influence of age and environ- 
ment. They feel that endocrine imbalances have an enormous influence 
on the allergic phenomena and that is why males are more likely to show 
symptoms in childhood while females show them after the age of puberty. 
They stress, however, that the allergic over-sen sitivity is a constant factor 
while the endocrinological imbalance is the adventitious or intermediate 
cause of symptoms. The authors believe that many of the simple conditions 
and symptoms in gynaecology, such as endometrial oedema and hyperplasia, 
menorrhagia, metrorrhagia, dsymenorrhoea, leucorrhoea, etc., are manifes- 
tations of allergy; but emphasize the fact that allergy is a general disease. 
They describe a case of gross oedema of the uterine musculature and endo- 
metrium in which hysterectomy had to be performed for intractable bleed- 
ing. After the operation the patient bled from the nose and vagina, had to 
be transfused twice and developed a wheal on each occasion at the site of 
puncture. There was a markedly allergic family history of asthma, 
bronchitis and eczema and one of her children was allergic to egg albumin. 
Of all the pelvic symptoms already enumerated the authors believe that 
dysmenorrhoea is the commonest to be the result of allergy. They cite cases 
in favour of this theory, especially one patient who developed the symptom 
only when working in a flower shop and another patient who developed the 
dysmenorrhoea only when she started with asthma. Examples of leucorrhoea 
complicating mucous colitis of allergic origin and examples of vulvitis and 
vaginitis of the same origin are given. This paper opens up a wide field for 
thought and investigation, but in the discussion which followed a good deal 
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of criticism was raised as to the evidence submitted for the allergic basis of 
many of the cases reported. 


FORCEPS TECHNIQUE IN THE OCCIPITO-POSTERIOR POSITIONS. 


Paine describes his technique which is based on the theory that the 
cause of the delay of anterior rotation is disproportion existing between the 
head and the pelvic cavity or that there is diminished room in the fore- 
pelvis. He adds that this theory implies that the early artificial rotation of 
the occiput into the lessened fore-pelvis increases the difficulties of descent 
and that the head needing instrumental aid is more easily brought down 
with the occiput posterior. He states that if these cases are allowed an 
adequate labour 80 per cent will deliver themselves spontaneously. In the 
other 15 per cent or so the delay is due to various combinations of inade- 
quacy of the forces of labour or excessive resistance of the maternal 
parts and these have to be delivered with forceps. He advocates that the 
correct cephalic application of the blades should be done with the head in 
the posterior position and that the first movement should be sharply down- 
wards and backwards. As the head comes through the outlet the occiput is 
rotated forwards, external to the inferior pubic ramus, and the head is 
finally delivered as in the ordinary low forceps operation. 


ESSENTIAL DYSMENORRHOEA AND ALLERGY. 


The authors report cases of dysmenorrhoea in which this symptom was 
directly due to an allergic condition. This report includes 35 additional 
cases with complete relief in 20, partial relief in 9, and no relief in 6 
after the treatment of the primary condition. In these 35 cases and their 
previous 12 cases they found that 26 gave a positive history of some 
form of allergy in the immediate family while in 21 there was a history of 
symptoms suggestive enough to be considered allergic. The common skin 
tests by the scratch method and by the intradermal reaction method were 
used to determine the sensitivity of the individual to foods and other sub- 
stances. The most frequent reaction was of small elevated areas surrounding 
the test, with little or no erythema. In conclusion the authors say that 
allergy plays a very definite part as a causative factor in essential dys- 
menorrhoea and that all cases should be thoroughly tested before being 
subjected to such a major operative procedure as pre-sacral sympathectomy. 


ANALGESIA IN LABOUR CONSIDERED FROM THE STANDPOINTS OF MEDICINE AND 

PSYCHOLOGY. 

Gertrude Nielsen is strongly of the opinion that the major cause of the 
increase of forceps delivery is the increased use of analgesics in labour. She 
quotes the statistics of Holland, where analgesics are used judiciously, with 
an operative delivery figure of only 3 per cent, and that of New York 
where it is about 20 per cent. Apparently she is most adverse from the 
barbiturate group of analgesics and gives a list of supposed disadvantages. 
She begins this list by saying that its administration requires the close 
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attention of the physician because so many cases develop restlessness— 
surely not an argument in favour of withholding a drug which abolishes all 
sense of pain. She goes on to say that sometimes there is an alarming 
initial drop in blood-pressure, that sometimes the analgesia is uncontrollable, 
that uterine contractions are reduced in frequency and strength, and that a 
decided increase in operative deliveries results. After a wide experience the 
abstractor is of the opinion that all these arguments are incorrect. The 
authoress says that childbearing is so essential an experience to a woman 
that the thwarting of its normal course by the excessive use of analgesics 
may cause damage to her personality and also that the active participation 
in giving birth to her child will be remembered and cherished by the mother 
as an experience which she would not miss. She believes it would be more 
valuable to concentrate on research on the psychology of childbearing 
rather than on investigation of other new drugs. 


THE ENDOMETRIAL THEORY OF ECTOPIC PREGNANCY. 

In 1933 the authors were impressed with reports of the finding of definite 
decidual tissues in sections taken at random along the remainder of the 
Fallopian tube removed for a pregnancy in another area of the tube. They 
also wondered whether there was a possible physiological relation be- 
tween this tissue and the ectopic gestation. From 1934 they carefully 
examined all tubes removed for whatever cause and those removed for 
ectopic pregnancy were serially sectioned. In one case in which the uterus 
was removed for fibroids, an endometrial patch was found in the muscular 
portion of the tubal wall. In two cases, in both of which the uterus had 
been removed for fibroids, shreds of endometrium were lying free in the 
tubal lumen. In one case of tubal gestation demonstrable endometrial 
glands were found in the decidual tissue. In 14 out of 16 cases of tubal 
pregnancy well-defined decidual tissue was present at the implantation site; 
in the remaining two the anatomical structures were too disrupted by blood- 
clot for satisfactory identification. 

The authors come to the conclusion that the aetiological factor in the 
production of an extra-uterine pregnancy is the prior existence of endo- 
metrial tissue in an ectopic site and that the ovum is attracted to this site 
and becomes imbedded there. Thus the ectopic pregnancy is always primary 
and never secondary and the fate of the gestation depends upon the amount 
of the endometrial tissue present to undergo decidual reaction and upon 
the depth of penetration beyond the borders of this decidua. 


A NEw OPERATION FOR CYSTOCELE. 

Royston and Rose found that a number of patients in whom a satis- 
factory repair for cystocele had been performed, still complained of con- 
siderable dysuria. They came to the conclusion that these cases had 
sustained a rupture of the trigone muscle as it passes through the internal 
sphincter to its attachment to the wall of the urethra. They quote the 
description of this muscle by Van Duzen and Looney and describe the 
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changes of the physiology of micturition when it is injured. They state that 
this abnormality can be recognized on cystoscopic examination because, 
when the patient strains, the internal sphincter is seen not to depress with 
the trigone. Thus the internal sphincter remains above the level of the base 
of the bladder and often goes into spasm. This acts as an obstruction to 
the urethra. 

They describe in detail their technique for the operative cure of this 
lesion. It includes a special stitch which is inserted on each side of the 
upper end of the urethra as it enters the bladder. They found that this 
resulted in the complete functional cure of five out of six cases and the 
sixth case was much improved. ' 


CHORION-EPITHELIOMA WITH ESPECIAL REFERENCE TO ITS’ RELATIVE 

FREQUENCY. 

Since the invention of the Aschheim-Zondek reaction the diagnosis of the 

presence of chorion-epithelioma has been considerably simplified. However, 
Schumann and Voegelin report a case in which active foetal elements were 
still present in the uterine cavity, in spite of repeated negative tests. Five 
years after the miscarriage irregular bleeding began and microscopic ex- 
amination of the curettings showed greatly degenerated placental villi, but 
‘the Friedman test was negative. Two months later the uterus was again 
curetted for irregular bleeding and the shreds of tissue obtained were 
similar and again the test was negative. Four months later she had a 
massive haemorrhage, necrotic material was seen coming through the cervix, 
showing the typical picture of chorion-epithelioma, and the Friedman test 
was ‘at last strongly positive. She died five months after hysterectomy of 
secondary deposits in the brain. 

The authors point out that in certain cases, even if the Ascheim-Zondek 
test remains negative, one cannot be certain that a chorion-epithelioma of 
low proliferation and malignant quality jis not present. Therefore they 
maintain that radical hysterectomy is indicated whenever persistent foetal 
elements are found, especially if irregular bleeding is a symptom, regardless 
of a negative Aschheim-Zondek test. 


RADIUM THERAPY IN GRANULOSA-CELL TUMOUR OF THE OVARY. 


The effect of irradiation on a granulosa celled tumour is not generally 
known but it might be assumed to be profound when its effect on the fol- 
licular system of a normal ovary is considered. Studdiford describes a case 
in which the patient, aged 67, started to bleed 23 years after the meno- 
pause, and this persisted for a month. A diagnostic curettage was per- 
formed and was followed by a dose of 3,000 mgm-hours of radium. No 
further bleeding occurred, but a year later a cystic swelling of the left 
ovary, described as being about the size of an orange, was found. About 
seven months later she again began to bleed and still a month later she 
was examined and a cystic mass was felt half way up to the umbilicus. 
This was removed and was found to be a cystic tumour of the ovary 
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containing various arrangements of granulosa cells. The uterus’ was only 
slightly. smaller than that of -a woman in full sexual life. The author 
comes to the conclusion that radium in large doses probably does not have 
the same effect on a granulosa cell tumour as it has on the normal follicular 
system. He also thinks that laparotomy is justified whenever bleeding 
occurs after the menopause and is accompanied by benign endometrial 
hyperplasia even if an ovarian swelling cannot be detected. 
Bryan Jeaffreson. 
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In all three cases the patient was treated with large doses of sulphanila- 
mide, and all developed marked haemolytic anaemia, the blood-picture 
showing numerous nucleated red cells, reticulocytes and leucocytosis. 

The treatment was to stop further administration of sulphanilamide, 
and blood in transfusion; all three patients recovered. The authors suggest 
that the blood of all patients receiving large doses of sulphanilamide should 
be examined carefully for evidences of red blood-cell destruction and 
regeneration. 


CONGENITAL HYPERTROPHIC PyLorRIC STENOSIS IN INFANCY. 


Following on a previous paper in which he described 100 cases of this 
condition tréated by the Fredet-Rammstedt operation, with one death, the 
author publishes a furthg: series of 143 cases similarly treated with no 
deaths, * 

The condition usually manifests itself between two and five weeks after 
birth by non-bilious, but sometimes..blood-stained, vomiting of the pro- 
jectile type. Rapid loss of weigh follows ‘aid 4the infant becomes de- 
hydrated, with scanty dry stools and a marked decrease in the urinary 
output. 

Visible peristalsis and a palpable pyloric tumour were present in each 
case in the series, and the author believes the latter sign to be pathog- 
nomonic of the condition. 

It is suggested that the good operative results obtained show that the 
treatment of choice is surgical. Great attention was paid to the condition 
of the infant at the time of operation, and careful pre-operative preparation 
was considered the most important factor in lowering the mortality. No 
cases are now treated as emergencies, but time is found to give one or two 
pre-operative transfusions of whole blood, while one to four injections of 
100 cubic centimetres of physiological solution of sodium chloride are given 
per rectum to raise the blood-chloride. 

The operative technique is on the classical lines, but the author prefers 
open ether rather than local anaesthesia. Fifteen cubic centimetres of 
water are given by mouth two hours after operation, and four hours later, 
a mixture of 4 cubic centimetres of breast milk and 4 cubic centimetres of 
barley water. Feeds are given three-hourly, and gradually increased up to 
the required calorific level. Added sodium chloride and dextrose are given 
per rectum. 


PREDISPOSING FACTORS IN THE LATE TOXAEMIAS OF PREGNANCY. 


It is generally agreed that the toxaemias of pregnancy cannot be ascribed 
to a single causative agent. It is known that the incidence of toxaemia 
among the inhabitants of the ill-fed central European countries during the 
war was reduced, and that the obese plethoric women and primigravidae 
are more susceptible than others. 

The occurrence of eclampsia has undoubtedly been reduced by proper 
antenatal care, but even the most conscientious examinations cannot 
prevent the onset of fulminating types of eclampsia. 
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In a series of 150 cases of late pregnancy toxaemia in which complete 
records were available, only fifteen had no relevant disturbances preceding 
their first toxaemia. Renal disease, especially pyelitis and nephritis, was 
present most frequently in this series, though vascular disease and respira- 
tory infections commonly occurred. 

In view of the infective origin of pyelitis and nephritis, the article 
suggests that further investigation should again be directed towards the 
part infection may play in the causation of toxaemias. In general it would 
appear that the predisposing causes are renal and vascular disorders, and 
the diseases which cause these disorders. 

On further consideration of the series, it was found that at least 41 per 
cent of the patients developed toxaemia in subsequent pregnancies, and, 
at best, only 46 per cent survived in good health. In 1o autopsies on 
women who had died from eclampsia, a great variety of hepatic lesions 
was found, but nothing which could be called typical of the condition. It 
is suggested that many cases of toxaemia may arise in women who are 
already suffering from renal or cardio-vascular disease, the added strain of 
pregnancy changing an apparently mild disease into a malignant state. 

A possible method of reducing the incidence of toxaemia would be to 
forbid pregnancy to women who have suffered from previous toxaemia, 
renal or vascular disease, or to terminate such pregnancies as soon as 
symptoms appear, 


EVALUATION BY CONTROLLED SERIES OF VAGINAL TRICHOMONIASIS THERAPIES. 


An attempt is made to evaluate the various therapeutic agents com- 
monly employed in the treatment of vaginal trichomoniasis. The sub- 
stances tested were two preparations of acetarsone, carbarsone, silver 
picrate, and lactose with citric acid or kaolin. In all cases the dry tech- 
nique was employed, and the control patients received the same preparation 
minus the supposedly active substance, i.e. the vehicles alone were used. 
The patients were considered cured if symptoms were absent and no Clinical 
or laboratory evidence of the disease was present after she had had two 
menstrual periods since the end of treatment. 

In the case of acetarsone and carbarsone, the cure ratio was almost 
identical whether the active ingredient was present or the vehicle alone was 
used. Using silver picrate less cures were obtained than followed the use 
of the vehicle alone. Lactose gave better results when used alone than 
when combined with kaolin or citric acid, and, in fact, gave the best 
individual results in the whole series. 

The author concludes that good results may be obtained with various 
agents in 85 to go per cent of the cases treated, while the remainder may 
fail to remain relieved or may not even be improved. He suggests that the 
urinary tracts of patient and husband should be examined for trichomonads 
to prevent re-infection, and believes that an essential in treatment is the 
restoration of the normal vaginal acidity and glycogen content. 
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THE TREATMENT OF ECLAMPSIA. 


In reviewing the cases of eclampsia under his care, the author confesses 
to three distinct techniques. At first he relied on rapid evacuation of the 
uterus, either by accouchment fercé or Caesarean section and this resulted 
in a maternal mortality of 31.6 per cent. Next he employed morphia, 
chloral hydrate and colonic lavage and reduced the mortality to 25.9 per 
cent. In his last 129 cases, the technique of treatment being described, 
the mortality fell to 4.65 per cent. The general scheme of this treatment 
is as follows: The convulsions are stopped by the intravenous injection of 
20 c.c. of a ten per cent solution of magnesium sulphate, the injection being 
repeated if necessary. Occasionally 714 grains of sodium amytal were sub- 
stituted for*the magnesium sulphate, but that drug was considered less 
satisfactory as it put the patient to sleep. Much reliance is placed on good 
nursing and the avoidance of external stimuli; for this reason purgatives 
and colonic and gastric lavage have been abandoned. Renal activity is 
encouraged by the administration of water by the mouth, a nasal tube 
being passed into the stomach when necessary, and a pint being given every 
eight hours. In cases of anuria or marked oliguria dextrose is given intra- 
venously. One cat-unit of digitalis is given immediately after the adminis- 
tration of magnesium sulphate, and the author states that he has never 
seen oedema of the lungs when digitalis has been given. 

Termination of pregnancy is not advocated when eclampsia is present, 
and labour should be treated as conservatively as possible, the usual 
practice being episiotomy and low forceps delivery under local anaesthesia. 
A general anaesthetic was never employed. 

Labour was sometimes induced when ante-partum eclampsia had been 
relieved, and the patient was passing a good measure of urine. 

The foetal mortality in the series was 46.6 per cent. 


THE EFFECT OF CERTAIN GYNECOLOGICAL LESIONS ON THE UPPER URINARY 
TRACT. 


In previous communications it was shown that in 100 per cent of 
pregnant cases studied the ureters and renal pelves were dilated, almost 
always above the brim of the bony pelvis, and that return to normal 
occurred in all but 6.2 per cent of cases within twelve weeks of delivery. 

With the aid of pyelograms the authors here study the effect of certain 
gynaecological conditions in causing such dilatation. When dilatation was 
present it was found in all cases but one to affect the ureter from the 
pelvic brim upwards, the exception being a case of true stricture of the 
vesical end of the ureter. 

Since it was desired to study the changes in the ureter after complete 
relief of any pressure, cases of carcinoma of the cervix were considered 
undesirable, although other investigators have found ureteric dilatation in 
over 70 per cent of such cases. 

In the present series of cases nine out of eleven ovarian cysts were 
associated with ureteric dilatation, and in the other two cases the cysts 
were lying in the abdominal cavity high above the pelvic brim. Fibroids 
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were associated with ureteric changes in over 60 per cent of cases, tumours 
rising above the pelvic brim being more prone to cause ureteric compression. 
Only one case of prolapse in four was accompanied by dilatation. 
Following appropriate surgical treatment of the gynaecological condition, 
return to normal of the ureter and renal pelvis occurred in 72.5 per cent 
of cases, 
F. H. Finlaison. 


Surgery, Gynecology and Obstetrics. 


Vol. lxv, No. 3, September 1937. 
*Skin hyperesthesia in acute salpingitis. J. S. Labate. 
*Relaxin in human serum as a test of pregnancy. D. Abramson, E. Hurwitt 
and G. Lesnick. 
“Epidermoid carcinoma in cystic teratoma of the ovary. H. E. Bowles. 


Vol. Ixv, No. 4, October 1937. 
*The endocrine background of the toxaemias of late pregnancy. E. Shute. 
*Transvesical closure of vesico-vaginal fistulae; employment of the Young 
technique for inaccessible vesico-vaginal fistulae. M. Douglass. 


Vol. Ixv, No. 5, November 1937. 
*The initiation of respiration in asphyxia neonatorum; a clinical and experi- 
mental study incorporating foetal blood analyses. R. A. Wilson, 
A Torrey and K. S. Johnson. 
*Cystic changes in the endometrium. L. M. Randall and W. E. Herrel. 
*The tunnel method for correction of uterine retroversion. J. Lyle 
Cameron. 
Vol. Ixv, No. 6, December, 1937. 
*Uterine curettage as an aid in the diagnosis of ectopic pregnancy. R. S. 
Siddall and C. Jarvis. 
*The indications for vaginal hysterectomy. H. D. Cogswell. 


SKIN HYPERAESTHESIA IN ACUTE SALPINGITIS. 


Fifty-three cases of acute salpingitis were examined frequently at the 
Bellevue Hospital and 77.3 per cent had hyperaesthesia of the skin. Of 10 
cases of mild, subacute, or chronic salpingitis 60 per cent had hyperesthaesia 
of the skin. All patients with tubo-ovarian abscess persistently failed to 
develop cutaneous tenderness. The maximal area of hyperaesthesia can 
always be determined. This may occur at the spino-umbilical point, 50 per 
cent, or at Ligat’s point, 12.7 per cent. Frequently tenderness of the skin 
is found to diffuse downwards from the spino-umbilical point in the form 
of a band. This condition is characteristic of acute salpingitis, but must 
not be relied on solely in making a diagnosis. In 12 cases of ectopic gestation, 
only one showed the presence of cutaneous hyperaesthesia. 
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RELAXIN IN HUMAN SERUM AS A TEST OF PREGNANCY. 


A substance named relaxin and first described by Hisaw, was demon- 
strated in the corpora lutea of sows and the serum of pregnant rabbits, 
which was capable of producing symphyseal relaxation in guinea-pigs in 
normal or artificial oestrus. 

Although slight to moderate degrees of relaxation can be produced in 
guinea-pigs by large doses of theelin, the separation is greatly increased by 
a small additional dose of relaxin. 

A procedure has been developed for concentrating human blood-serum 
taken from women in the first half of pregnancy which has acted on guinea- 
pigs in a manner similar to that of relaxin. 

Symphyseal relaxation in guinea-pigs in artificial oestrus was produced 
by the sera of 15 consecutive women in the first half of pregnancy. The 
serum of one woman at the thirty-second week of pregnancy and that of 
two non-pregnant women, and of one male, were ineffective. It is believed 
that pelvic relaxation during pregnancy is facilitated by, or at least in part 
is due to, the hormone relaxin in the ‘human species as well as in other 
mammalia, but as a routine test of pregnancy it is impracticable. 


EPIDERMOID CARCINOMA IN CYSTIC TERATOMA OF THE OVARY. 


Five to ten per cent of ovarian tumours are said to be dermoid cysts, 
and cystic teratoma of the ovary has been reported as occurring between 
early infancy and old age. 

The incidence of malignancy in cystic teratoma runs parallel with malig- 
nancy elsewhere in the body. Figures vary, but anything from 1 to 5 
per cent of all ovarian dermoids have been shown to be malignant. They 
are all potentially malignant. Most malignant tumours occurring in ovarian 
dermoids may metastasize, and the liver is frequently involved. Of all 
possible types of malignancy which may occur, squamous-cell carcinoma is 
the commonest. The prognosis is gloomy in most cases if the capsule has 
been broken through and peritoneal invasion has occurred. 

The only satisfactory treatment of ovarian dermoids is early and com- 
plete removal of the tumour, Since Counseller’s report in 1931, five 
additional cases of epidermoid carcinoma originating in ovarian dermoid 
cysts have been reported. The author adds one more case to the list, 
bringing the total to 49. In this case, death occurred four months after 
the operation. 


THE ENDOCRINE BACKGROUND OF THE TOXAEMIAS OF LATE PREGNANCY. 


The toxaemias of late pregnancy may be grouped, from an endocrino- 
logical point of view, into two principal categories, namely, those which are 
eclampsia, real or impending, and those which are retroplacental haema- 
tomata or abruptio placentae, real or impending. The former excrete a 
great excess of prolan and the latter are marked by an excess of oestrogenic 
substance in the blood. Studies of thyroid activity and of blood cholin 
values give further reason for such a fundamental division of the late 
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toxaemias. The abruptio type exceeds the eclamptic type by about g to 1 in 
this small series, and the author has found that wheat germ oil is a prophy- 
lactic and therapeutic agent of great value in treating the abruptio group. 
There is some reason also to suspect that oestrin therapy may assist in the 
therapy of the eclamptic type. 


TRANSVESICAL CLOSURE OF THE VESICO-VAGINAL FISTULAE. 


The author here reports four cases of difficult vesico-vaginal fistulae, each 
closed in one attempt by the transvesical route, originally proposed by 
Trendelenburg. 

Suprapubic drainage into the space of Retzius was employed, for 24 to 36 
hours, in addition to the vesical tube. Elevation of the fistula by means 
of a small hook or safety pin was found superior to elevation on an 
assistant’s finger in the vagina. 

The availability of the operative field and the relatively easy exposure of 
the fistula can scarcely be imagined by one accustomed only to employing 
the much more difficult classical approach in cases in which there is no 
cervix uteri to use for traction. The field can be kept absolutely dry, 
sutures can be placed accurately with little or no trauma of tissue, and the 
author feels justified in recommending it as the method of choice in the 
treatment of small but inaccessible vesico-vaginal fistulae. 


THE INITIATION OF RESPIRATION IN ASPHYXIA NEONATORUM. 


The treatment of asphyxia neonatorum has not kept pace with other 
advances in obstetrics, The authors have made a thorough clinical and 
experimental study of this condition incorporating foetal blood analyses. 
They state that less than 5 volumes per cent of oxygen in the blood of the 
umbilical vein is accompanied by clinical evidence of asphyxia. It is 
shown that a brief fall below 1 volume per cent is not necessarily fatal, but 
longer exposures cause permanent damage to the delicate nerve cells of the 
centre and resuscitation is no longer possible. 

New evidence is brought to light indicating that the atelectatic lung 
cannot be opened by gases under pressure in the trachea. Pressures as 
high as 18 millimetres of mercury fail to open alveoli and result in 
damage to the pulmonary tissue. Lower and, therefore, safer pressures are 
even less efficacious. 

Respiratory depressant drugs and anaesthetics are discussed and listed 
in order of their safety. Methods of resuscitation both old and new are 
analysed and it is shown that no one method is entirely satisfactory. The 
authors have found, however, that most encouraging results were obtained 
with the intravenous use of a respiratory stimulant in conjunction with 
tracheal insufflation and the subsequent application of an inhaler. The 
technique used is fully described. 


Cystic CHANGES IN THE ENDOMETRIUM. 


Microscopic examination of 28 specimens of endometrium revealed that 
cystic changes occurred in all phases of the menstrual cycle. The micro- 


I5I 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


scopical findings seemed to correlate with the clinical history. Atypical 
bleeding was not present in any case in which a well differentiated endo- 
metrium was associated with cystic changes. Those tissues in which cystic 
changes were found in the early differentiative phase were not infrequently 
associated with atypical uterine bleeding. In cases in which a cystic 
endometrium was in the late proliferative phase of the menstrual cycle 
atypical bleeding was more frequently present. 

The essential difference in these specimens of the endometrium is the 
degree of differentiation which must exist because of a difference in the 
activity of the hormone of the corpus luteum. It has been said that the 
function of the corpus luteum is on an all or none basis, but there is 
microscopic evidence to the contrary. 


THE TUNNEL METHOD FOR CORRECTION OF UTERINE RETROVERSION. 


Lyle Cameron describes in this communication an operation for the 
correction of retroversion of the uterus, which he has used for some years. 
With slight modifications,in technique the procedure is similar to that 
devised by Professor van Rooy of Amsterdam. 

Preparation for abdominal operation is carried out in the usual manner. 
With the patient in the Trendelenburg position a skin incision four to five 
inches long is made in the midline below the umbilicus, with the lower end 
terminating about one inch above the pelvic brim. The opening in the 
aponeurosis and parietal peritoneum is carried well down to the upper 
border of the symphysis pubis. The wound edges, being covered with 
mackintosh sheeting and thin towels, are separated with a self-retaining 
retractor and the towels and mackintosh sheets are then drawn well into 
the upper and lower angles of the incision. Intestine, omentum and sigmoid 
colon are gently lifted up out of the pelvis and allowed to fall above the 
sacral promontory. The abdominal cavity is excluded with a large, soft 
turkish towel rung out of warm saline. After careful exploration, the 
division of fibrous adhesions, the uterus is drawn forward and upward with 
a traction stitch through the front of the fundus. Two stitches are passed 
around each ligament, one a quarter of an inch and the other half an inch, 
from the uterus, the round ligament between each pair of stitches then 
being divided. Any bleeding vessels are secured with clamps and ligatures 
or with small mattress stitches of fine catgut as the distal portion of each 
round ligament is freed for about one inch. A tunnel about 114 inches long 
is now made through the musculature of the front of the corpus uteri with 
a small scalpel or pair of pointed scissors. The direction of the tunnel is 
estimated by pulling the uterus into the desired position and drawing the 
freed distal end of the Fallopian tube into the situation which it will ulti- 
mately occupy. The outer end of the tunnel is made medially to the uterine 
vessels and the inner end emerges on the front of the uterus about %-inch 
lateral to the midline and %-inch below the highest point of the fundus. A 
pair of forceps is now passed through the tunnel securing the stitch on the 
distal portion of the round ligament which is drawn through the tunnel 
and secured with two or three interrupted stitches of chromicized catgut. 
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This process is now repeated on the opposite side, each round ligament 
being drawn through the corresponding tunnel sufficiently far to obtain 
the desired degree of anteversion of the uterus and the redundant portion 
removed, The area in front of the uterus where the tunnels have been made 
and which has been pierced by stitches, is now covered to prevent the bowel 
or omentum becoming adherent. A fold of peritoneum from the front of the 
lower uterine segment on to the bladder, is lifted up and sutured to the 
front of the fundus uteri with several interrupted catgut stitches. 

When the ovaries have prolapsed, they may be suspended near the 
uterine cornua by pleating each ovario-uterine ligament with a stitch of 
catgut. 

Clots are removed, the pelvis dried with gauze mops, and the abdomen 
closed in three layers. 


UTERINE CURETTAGE AS AN AID IN THE DIAGNOSIS OF EcTOPIC PREGNANCY. 


In view of the extreme difficulties of diagnosing an ectopic pregnancy, 
Siddall and Jarvis made a study of curettage as a diagnostic aid. The 
proceeding does not appear to be unduly dangerous and the finding of 
intact decidua without chorionic villi is strong presumptive evidence of 
extra-uterine pregnancy. In 38 cases of proved ectopic pregnancy with 
available specimens of endometrium, intact decidua alone was present in all 
cases with abnormal bleeding of 10 days or less, and in a considerable pro- 
portion of those with more prolonged bleeding. The absence of decidual 
reaction is not reliable evidence against ectopic pregnancy. However, if 
chorionic villi are also absent, the finding may be of value in ruling out 
uterine abortion as a cause of the bleeding. 


THE INDICATIONS FOR VAGINAL HYSTERECTOMY. 


During the past few years the literature has contained many articles 
advocating more vaginal hysterectomies, increasing the indications and 
giving statistics stressing the low mortality rate. With such encouraging 
reports in the literature one is led to believe that this operation should be 
chosen whenever possible, but it was noted that the convalescence of 
patients who had undergone this operation was not as uneventful and un- 
complicated as a perusal of the literature would lead one to believe. It was 
noticed that the mortality rate was low but that the morbidity was higher 
than after abdominal hysterectomy. The younger patients had more serious 
complications than the older patients. 

The author felt that a comparative study made between vaginal and 
abdominal hysterectomies might show the cause of the existing incon- 
sistencies. The patients studied were operated upon by a group of 11 sur- 
geons, with enough difference in skill and experience to give results which 
should be those of an average surgical service. The operative technique 
varied, but all the surgeons did some modification of the Mayo operation. 
A total of 179 vaginal hysterectomies was compared with 200 abdominal 
hysterectomies. The result of this investigation is tabulated in detail as to 
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morbidity, and post-operative complications, but briefly, the author has 
found that the morbidity is higher in vaginal hysterectomy than in 
abdominal hysterectomy, except when the vaginal operation is performed for 
procidentia. He states that the only indication for vaginal hysterectomy is 
prolapse of the uterus, and the smoother convalescence of older patients upon 
whom vaginal hysterectomy was performed is explained by the fact that all 
the patients in this group were operated upon for this condition, viz. 
procidentia. Excluding procidentia, the post-operative complications and 
complaints are more numerous in the vaginal group than in the 
abdominal group. 
C. D. Read. 


Bulletin de la Société d’Obstétrique et de Gynécologie 
de Paris, etc. 


Vol. xxvi, No. 3, March 1937. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 

Vaginal douching in pregnancy. E. Thierry. 

Should a doctor respect the hymen? Gynaecology in virgins. E. Thierry. 

Cephalic version in brow, face, shoulder, and breech presentations. 
E. Thierry. 

*The tone of the non-pregnant uterus. Mocquot and Palmer. 

*Three successive pregnancies in a uterus didelphys. Le Lorier and Mayer. 

*Two successive pregnancies following radium treatment of a carcinoma 
cervicis. Le Lorier, Douay, and Mayer. 

A method of engaging the head in the high forceps operation. Lantuéjoul. 


REUNION OBSTETRICALE DE LILLE. 
*One hundred and thirty-one consecutive lower segment. Caesarean sections 
without a maternal death. Bué, Palliez, and L. Gerney. 
Rupture of the uterus after 3 Caesarean sections. L. Gernez. 
Retention of a dead foetus with normal hormonal findings. L. Gernez. 
A cystic tumour of the clitoris. Malatray and Bastien. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

Three cases of pernicious vomiting treated by biliary drainage. Trillat 
and Bernay. 

A lower segment Caesarean section for prolapsed cord. Gaucherand and 
Burthiault. 

Foetal fibrosis in stillbirth and neonatal death. Pigeaud and Noel. 

A fulminating septicaemia. Trillat e¢ al. 

Death following abortion induced by the intra-uterine injection of milk. 
Trillat et al. 

Alimentary infection in the puerperium. Banssillon. 

Multiple haemorrhages in a stillborn child following accidental haemorrhage. 
Voron, Pigeaud, and Burthiault. 
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REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 
An abscess of the broad ligament. Kanawati. 
The mortality of second twins. Fruhinsholz. 
Amenorrhoea and vicarious menstruation following shock. Binet. 
Vaginal bleeding caused by the use of permanganate tablets in abortion 
J. Hartemann. 
Amniotic bands. Richon. 





SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 
A case of puerperal peritonitis. Fournier. 
Inguinal endometrioma in a girl of 15. Reeb. 
A uterine mole. Reeb. 
The value of drainage in thrombosis. R. Keller. 
Labour in elderly primigravidae; the Strasbourg results. J. Limpach. 


Vol. xxvi, No. 4, April 1937. 
SOCIETE D’OBSTETRIQUE ET DE GYNAECOLOGIE DE PARIS. 
Fatal intrapartum haemorrhage. Portes and Mayer. 
Ambard’s constant in pregnancy. Brault and Lamache. 
Hysterosalpingography and sterility. Brault and Tiron. 
Further researches into the value of tubal insufflation. R. Palmer. 
An early human embryo. Brault. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 

*An experimental study of the aetiology of accidental haemorrhage. Riviére 
and Pouchard. 

Expulsion of a fibroid 48 hours after normal delivery. J. Andérodias. 

Two cases of imperforate anus and one of imperforate urethra. Pouyanne 
and Péry. 

Absent vagina treated by perineotomy with an amniotic graft. Lafargue 
and Riviére. 

A fatal case of accidental haemorrhage. Riviére. 

Upper abdominal pain and leucocytosis in ruptured ectopic gestation. Massé 
and Laporte. 

A case of hyperemesis gravidarum. G. Péry. 

Inversion of the uterus. Andérodias and Péry. 

Anencephalus diagnosed by X-rays. Andérodias and Péry. 

Necrobiosis of a fibroid in the ninth month of pregnancy. Reviére and 
Lafargue. 

*Caesarean myomectomy. R. Mahon. 

Bacillus coli puerperal infections. Balard and Mahon. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 
Accidental haemorrhage treated by segmental Caesarean section. Cotte and 
Rhenter. 
Umbilical bleeding. Voron et al. 
A gumma of the tibia in a newborn child. Trillat and Magnin. 
Rupture of the circular sinus. Rhenter and Chastel. 
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A foetus papyraceus. Banssillon and Boijeau. 
*The use of laminaria tents in the induction of abortion in cases of phthisis. 
Voron and Brochier. 
*Cervical incisions in labour. Brochier and Rochet. 
Fifteen cases of accidental haemorrhage. Voron, Pigeaud, and Burthiault. 
*The incidence of accidental haemorrhage in 17,000 pregnancies. Trillat 
and Magnin. 
*Twenty cases of accidental haemorrhage. Rhenter. 
Accidental haemorrhage in the Hotel-Dieu, 1925-1937. Gonnet and 
Banssillon. 
Two cases of imperforate intestines. Baron. 
A vulvo-vaginal haematoma. Rhenter and Chastel. 


Two cases of hyperpiesia treated by therapeutic abortion. Trillat, Magnin, 
and Moindrot. 


Sterilization under local anaesthesia. Michon and Pigeaud. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 
The use of a skin graft in the formation of an artificial vagina. Christitch 
Retinal arterial spasm in pregnancy. Fruhinsholz and Richon. 

Hymeneal bleeding. Hamant. , 
Morphine tolerance in carcinoma of the uterus. Binet. 
Cerebral arterial spasm in labour. Vermelin. 
Pseudo-appendicitis in women. Hamant and Grimault 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 

Twin pregnancies with death of one twin. Fournier and Klein. 
*Intestinal endometrioma. H. Fobe. 

Galactorrhoea. Reeb. 

Convulsions and coma following an induced abortion. J. Lang. 
Torsion of an ovarian fibroma in pregnancy. Fournier and Eugut. 
Cases of accidental haemorrhage, 1924 to 1936. A. Ginglinger. 
Chronic appendicitis and intractable vomiting of pregnancy. Burger. 
Obliteration of the vagina following labour. Tassovatz. 
*Anaesthesia in Caesarean Section. Ginglinger. 

Prophylaxis against post-operative embolism by means of artificial pyrexia. 

Fobe. 
Three cases of fibroids treated by hysterectomy. Reeb. 


Vol, xxvi, No. 5, May 1937. 

SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
Two cases of uterus didelphys with successive pregnancies. R. Solal. 
Hereditary achondroplasia: Caesarean sections on mother and daughter. 

L. Lemaire. 

Treatment of post-menopausal vulval dystrophy. C. Béclére. 
*Symptomless bilateral hydrosalpinx. C. Béclére. 
*Short and long-wave diathermy in the treatment of sterility. Dalsace and 

Wechsler. 
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A fenestrated bladder retractor for lower segment Caesarean section. 
M. Metzger. 
Acute salpingitis and pregnancy. Devraigne and Ravina. 


REUNION OBSTETRICALE DE LILLE. 
Tumours of the vesico-uterine space. Decherf. 
Expedited delivery in eclampsia. J. Montagne. 
A double parasitic monster. J. Montagne. 
Rhachitic kyphosis; Ceasarean section. Favreau et al. 
Multiple abscesses of the uterus. A. Patoir. 
Pseudomyxoma peritonei of ovarian origin. Decoulx. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 
Primary dysmenorrhoea treated by presacral sympathectomy. A. Binet. 
A cellular pelvic fibroid and pregnancy. A. Fruhinsholz. 

Cardiac failure in the cardio-renal affections of pregnancy. A. Fruhinsholz 
and Beigbeder. : 
A case of bacillus coli septicaemia in pregnancy. H. Vermelin and R. 

Grandineau. 

Uterine fistula following salpingectomy. Hamant and Escoubés. 
A case of puerperal tetanus. H. Vermelin. 
Dissociation between the internal and external secretion of the ovary. 

A. Binet and R. Canel. 


Vol. xxvi, No. 6, June 1937. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 

The treatment of placental apoplexy. R. Solal. 

Ovarian haemorrhage simulating acute appendicitis. P. Petridis. 

A modified method of intraperitoneal shortening of the round ligaments. 
Mocquot, Palmer and Riazi. 

*Two cases of sialorrhoea gravidarum. Le Lorier. 

*Toxic jaundice in pregnancy following a course of novarsenomenzol. 
Portes and Depaillat. 

*Sterility due to incomplete closure of the Fallopian tubes. C. Béclére. 

The treatment of the tubal occlusion with diathermy. C. Béclére. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 

A large twisted fibroid. Vergoz et al. 

*Artificial insemination. H. Fulconis. 

*Polycystic kidney and pregnancy. Fulconis. 

Exclusion of the peritoneal cavity during the lower segment operation. 
H. Fulconis. 

Intravenous injection of pituitrin. M. Jahier. 

Two cases of rupture of the uterus. Laffont, Ezes and Schebat. 

Three breech presentations treated by Ceaserean section. Laffont e¢ al. 

A case of hemimijelia. L. Schebat. 
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REUNION OBSTETRICALE DE LILLE. 
Irreducible shoulder presentation treated by hysterectomy. R. Palliez. 
Carcinoma cervicis and pregnancy. P. Ingelrans and G. Patoir. 
Carcinoma cervicis and pregnancy. L. Gernez. 
*Pruritus vulvae successfully treated by section of the pudic nerve after the 
failure of presacral sympathectomy. P. Decoulx and G. Patoir. 
Tubal pregnancy due to a tubal diverticulum. Decoulx. 
Bilateral ovarian Wolffian carcinoma with hepatic and sigmoidal meta- 
stases. Delannoy et al. 


SOCIETY D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

Exclusion of the peritoneal cavity in the lower segment operation in the 
Argentine. J. Léon. 

*Two cases of post-Caesarean parotitis’ treated by catheterization of 
Stensen’s duct. Trillat, Pizzera and Magnin. 

The use of folliculin in the medicinal induction of labour. Gonnet, 
Banssillon and Bucher. 

Hypertensive nephropathy of pregnancy. Pigeaud and Burthiault. 

Twin pregnancy with amniotic infection. Trillat and Magnin. 

Sacro-iliac arthritis and psoas abscess following an abortion. Voron, 
Lyonnet and Burthiault. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE TOULOUSE. 

The dynamic indications for Caesarean section. Audebert. 

Faults in the powers as indications for Caesarean section. J. Ducuing and 
J. Guilhem. 

The raised polypeptide content of the blood in pregnancy. E. Estienny. 

*Vaginal and cervical atresia following irradiation for carcinoma cervicis. 
J. Ducuing and P. Négre. 

Intravenous eunarcon as an obstetrical anaesthetic. Lapervenche. 

A vaginal polypus in a child. Durand-Dastés. 

Leucoplakia vulvae treated by diathermy. Durand-Dastés. 

Post-partum atresia of the vagina. E. Estienny. 

Fives cases of retroplacental haemorrhage. Garipuy, Guilhem and 
Pontonnier. 

Post-menopausal bleeding due to an ovarian fibroma. Lazorthes. 

Ureteral calculus in pregnancy. J. Ducuing and J. B. Giscard. 


Vol. xxvi, No. 7, July 1937. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
*The value of the behaviour of the suture line in Caesarean section in de- 
ciding between Caesarean section and hysterectomy for accidental haemor- 
rhage. Sappey and Marcoulidés. 
Classical Caesarean section. Sappey. 
The hormonal changes in a case of molar pregnancy followed by chorion- 
carcinoma. Digonnet and Verne. 
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*Double uterus and vagina causing dystocia. Digonnet. 

*A study of 110 cases of sterility by means of hysterosalpingography. 
C. Béclére. 

*Ten cases of tubal stenosis treated by short wave diathermy and insuf- 
flation. C. éclére and E. Francois. 

Four cases of chronic interstitial mastitis treated by di-iodo-tyrosine. 
R. Palmer. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

Two cases of imperforate oesophagus. Pizzera. 

Neonatal blood dyscrasia. Trillat, Magnin and Bourret. 

*Sudden death after spinal anaesthesia in a lower segment Caesarean 
section. Brochier and Ambre. 

*Sudden death after spinal anaesthesia in a lower segment Caesarean 
section performed on a woman in labour. Cotte and Banssillon, 

Paludism in the puerperium. Rhenter and Magnin. 

A late post-partum extraperitoneal haematoma. Trillat, Caillot and Prost. 

*Inflammatory lesion of the cervix in pregnancy simulating carcinoma. 
Banssillon, Caillot and Ambre. 

Late secondary post-partum haemorrhage treated by hysterectomy. 
Brochier and Caillot. 

Digital curettage for secondary post-partum haemorrhage. Rhenter and 
Magnin. 

Perforation of the pouch of Douglas in a criminal abortion. Caillot and 
Ambre. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 
A case of broad ligament infection. Charles and Kanawati. 
Vascular spasm associated with placental lesions and albuminuria. H. 
Vermelin. 
*Cervical stenosis following diathermy coagulation. Hartemann. 
A deciduoma. Hamant and Escoubés. 
The early diagnosis of carcinoma cervicis. Hamant and Roussel. 
A case of gastroschisis. Rény. 


THE TONE OF THE NON-PREGNANT UTERUS. 


The authors have investigated the tone of the non-pregnant uterus 
during the performance of hysterosalpingography and also by the use of 
intra-uterine balloons. As soon as I c.c. of lipiodal is injected the pressure 
rises to I or 2 cm. of mercury and does not fall below that value. If the 
remainder of the injection is given quickly the pressure rapidly rises to 12 
to 20 cm., the threshold pressure of the tubal ostia. If, however, it is in- 
jected slowly the pressure will fall between each piston pump to the original 
level of 1 to 2 cm. of mercury, confirming that this latter measures the 
uterine tone. Using an intra-uterine balloon it was found that the intra- 
uterine pressure ranges between 2 and 4 cm. of mercury. The use of local 
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parametrial anaesthesia was found to produce a definite lowering of the 
intra-uterine pressure. 


THREE SUCCESSIVE PREGNANCIES IN A UTERUS DIDELPHYS. 


The malformation of the uterus was disclosed by laparotomy performed 
during the first pregnancy for a suspected ovarian cyst, the cyst proving 
to be one half of the uterus. The patient gave birth to a premature living 
child, about 3% lb. in weight. Eleven days later she expelled a foetus 
about 3% months in size, not exhibiting any maceration, and constituting 
in the author’s opinion an instance of superfoetation. 

In the patient’s second pregnancy abdominal pain became very severe 
and the pregnant half of the uterus and its contained embryo were removed. 

The third pregnancy proceeded normally. The child presented by the 
breech and labour was delayed by a vaginal band thought to be of con- 
genital origin. Division of the band enabled the labour to proceed normally. 
According to the authors, breech presentation is the rule in this type of 
uterus. 


Two SUCCESSIVE PREGNANCIES FOLLOWING RADIUM TREATMENT OF A CAR- 
CINOMA CERVICIS. 


In 1929 the patient was treated by radium for a stage II carcinoma 
cervicis. The dose of radium used was 75 mgms. of the element for 78 hours, 
using a filtration of 1.5 mm. of platinum and 2 mms. of rubber. 

After the treatment amenorrhoea ensued for a year; scanty and irregular 
periods then returned. In 1931 she had an infected abortion at the fourth 
month. In her pregnancy, in 1937, labour began at the twenty-eighth week. 
An annular stricture of the cervix was found and no dilatation was present 
after 20 hours of regular and strong pains. By this time the patient’s 
temperature had risen to 40°C. Total Caesarean hysterectomy was per- 
formed. The one abnormal feature of the convalescence was anuria on the 
second and third days which responded to treatment. The patient left 
hospital on the thirty-fifth day. 


ONE HUNDRED AND THIRTY-ONE CONSECUTIVE LOWER SEGMENT CAESAREAN 
SECTIONS WITHOUT A MATERNAL DEATH. 


The operations were performed between 1932 and 1936. The maternal 
mortality was nil, the maternal morbidity was 37.4 per cent. In ror cases 
spinal anaesthesia was used. It was found that the morbidity was much 
lower when spinal anaesthesia was used, 32 per cent against 57 per cent with 
general anaesthesia. 

The combined stillbirth and neonatal death-rate was 6.87 per cent, the 
stillbirth rate being 3.81 per cent. 

The indications for the operation were contracted pelvis 109 cases, 84 of 
which were suspect, abnormal presentations 8 cases, placenta praevia 4 
cases, prolapse of the cord 2 cases, pelvic tumour 1 case, unduly large foetus 
I case, nephritis 1 case, uterine inertia 5 cases. 
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This excellent report is only marred by the authors’ omission to give 
their results for Caesarean hysterectomy, the operation which they have 
used for infected cases in preference to the lower segment operation. 


AN EXPERIMENTAL STUDY OF THE AETIOLOGY OF ACCIDENTAL HAEMORRHAGE. 


The authors have repeated the experiments of Laporte and Pham 
(Soc. de Gynaec. et d’Obst., Paris, July 1935) and have obtained very 
similar results. They exposed the sphlanchnic sympathetic plexus in preg- 
nant guinea-pigs and rabbits and injected solutions of lead subacetate or 
cobalt chloride. 

Of the 17 guinea-pigs so treated 16 died within five days of the opera 
tion, and in 1o instances diffuse haemorrhages were found in the uterus, 
mainly near the areas of placental insertion. 

Of six pregnant rabbits similarly treated all aborted, but none died. 


CAESAREAN MYOMECTOMY. 


The author describes two cases of Caesarean myomectomy. In the first 
case the tumour lay in the line of the incision and was easily shelled out. 
Convalescence was normal. In the second case the tumour was peduncu- 
lated and fixed in the pouch of Douglas. There was a severe vaginal 
haemorrhage after the operation and the convalescence was stormy by 
reason of peritonitis. 


THE USE OF LAMINARIA TENTS IN THE INDUCTION OF ABORTION IN CASES 
OF PHTHISIS. 


The authors report 22 successful therapeutic abortions in phthisical 
patients using laminaria tents as a preliminary to digital curettage. They 
found in most cases that the cervix was sufficiently dilated 24 hours after 
the insertion of a tent of a diameter of 4 mm. in a primigravida or 6 mm. 
in a multipara. In a few cases the insertion of a second tent of a 
diameter of 1 cm. was necessary. 


CERVICAL INCISIONS IN LABOUR. 


The authors describe 15 cases of dystocia in which, prior to extraction 
of the child, they have divided the cervix in the mid line without untoward 
results. 


THE INCIDENCE OF ACCIDENTAL HAEMORRHAGE IN 17,000 PREGNANCIES. 


Of a total of 17,000 pregnancies in the period 1928 to 1936 there were 
63 cases of premature separation of the placenta. In discussing their results 
the authors exclude 28 cases in which the foetus survived or in which there 
was any doubt as to the position of the placental site. Of the remaining 
34 cases, 8 were primigravidae, 12 had no albuminuria, 3 were syphilitic. 
In 10 cases the placenta was separated over two-thirds or more of its total 
surface.. One mother died. In no case was any abdominal intervention 
practised, and on analysing the cases again to determine whether abdomina] 
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intervention would have given better results they collected only 4 cases 
in which the onset was fulminating and might have justified such a course. 
One of the patients died of rupture of the uterus after breech extraction 
following manual dilatation of the cervix. The other three patients sur- 
vived; in one delivery was spontaneous, in the other two the children were 
delivered by the breech after manual dilatation of the cervix. 


TWENTY CASES OF ACCIDENTAL HAEMORRHAGE. 


Rhenter describes 20 cases of accidental haemorrhage encountered in 
12,000 deliveries. In six cases the haemorrhage was severe. His total 
experience with the severe type amounts to 13 cases. Two of the patients 
died, one after manual dilatation of the cervix with craniotomy, the other 
after vaginal Caesarean section. The remainder were treated obstetrically 
in differing ways, rupture of the membranes, manual dilatation of the 
cervix, breech extraction and lower segment Caesarean section. 


INTESTINAL ENDOMETRIOMA. 


The lesion was situated in the ileocaecal angle, and before operation was 
thought to be a cystic adnexal tumour. The caecum was resected, and no 
recurrence’® was noted five years later. 


ANAESTHESIC IN CAESAREAN SECTION. 


Of 237 Caesarean sections performed under ether anaesthesia Ginglinger 
has had 4 deaths which might be attributed to the type of anaesthesia; two 
patients died of broncho-pneumonia, 2 died on the operating table of 
haemorrhage from an atonic uterus. 

Of 248 Caesarean sections which he has performed under spinal 
anaesthesia he has had 3 patients dying of syncope immediately following 
the injection. In two cases he used a dose of 10 to 12 c.c. of a 5 per cent 
solution of syncaine. In the third he used 30 c.c. of the 0.075 per cent 
solution of percaine. He draws attention to the heightened susceptibility 
of the pregnant woman to spinal anaesthesia, and quotes Seebrecht’s 
observation to the Congrés National des Sciences Belges in Brussels, in 1930, 
to the effect that this heightened susceptibility is due to the great dilatation 
of the vessels of the abdomen and lower limbs in pregnancy, spinal paralysis 
of these vessels bringing about what amounts to a dangerous internal 
haemorrhage. Ginglinger considers local anaesthesia should be the anaes- 
thestic of choice in Caesarean section. 


SYMPTOMLESS BILATERAL HYDROSALPINX. 


Béclére has found 100 cases of bilateral and symptomless hydrosalpinx 
in a series of 800 salpingographies. Some of the patients complained of 
intermenstrual pain, others of irregular uterine bleeding. He draws 
attention to the risks of cervical dilatation in such cases, and expresses 
the view that pelvic diathermy, if pushed too far, may cause a flare-up of 
the inflammation, 
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SHORT AND LONG WAVE DIATHERMY IN THE TREATMENT OF STERILITY. 


The authors describe 16 cases of sterility which they have treated by 
either short or long wave diathermy. Nine patients became pregnant; one 
had an ectopic gestation. They found both types gave comparable results. 
The short waves appeared to have a more rapid analgesic effect but had a 
tendency to cause colicky abdominal pain. 


Two CASES OF SIALORRHOEA GRAVIDARUM SUCCESSFULLY TREATED BY HIGH 
FREQUENCY OF THE SALIVARY GLANDS. 


Le Lorier describes 2 cases in which undue salivation was successfully 
and rapidly checked by the application of high frequency to the salivary 
glands. He considers that many cases of sialorrhoea in pregnancy are due 
to disturbances of deglutition rather than to excessive secretion of saliva. 


ERYTHRODERMIA AND TOXIC JAUNDICE IN A PREGNANT WOMAN FOLLOWING 
THE USE OF ARSENICAL INJECTIONS. 


The patient, who was 32 weeks pregnant, was first given a course of 
6 daily mercurial injections. Six intravenous injections of an organic 
arsenical compound (rhodarsan) were given over a period of 18 days, the 
total dose amounting to 2 gr. Two days after completion of the course 
the patient developed an irritating confluent purple rash, which extended 
gradually over the whole body. Seven days after the appearance of the 


. rash, jaundice and albuminuria developed. Labour commenced spon- 


taneously a few days later; the child was normal and living. Toxic 
symptoms became worse after delivery, and the daily amount of urine fell 
to 200 c.c. The blood-urea rose to 60 mgms. per cent. The patient’s con- 
dition was critical on the seventh day of the puerperium, and it was thought 
that she would die. However, a profuse disuresis suddenly occurred, the 
general condition improved at once and the temperature fell to normal. 
The jaundice persisted for some weeks. 


STERILITY DUE TO INCOMPLETE CLOSURE OF THE FALLOPIAN TUBES. 

Béclére describes three cases of sterility due to partial inflammatory 
occlusion of the lumina of the Fallopian tubes which he has treated suc- 
cessfully with pelvic diathermy and electrocoagulation of the crevix. 


ARTIFICIAL INSEMINATION. 


The author injected semen into the uterus on the ninth day after the 
menstrual period, following the injection by a tubal insufflation. The 
patient missed the next period; pregnancy and labour proceeded normally. 
The patient had been married 9 years. 


PotycystTic KIDNEY AND PREGNANCY. 


At the age of 29 the patient, who had 2 children, was found to have 
bilateral cystic kidneys. The left kidney was then explored and several 
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cysts removed. After the operation she had 2 further normal pregnancies 
in the next 6 years. When seen again at the age of 35 the kidneys had 
further increased in size. 


PRURITUS VULVAE SUCCESSFULLY TREATED BY SECTION OF THE Pupic NERVE 
AFTER FAILURE OF PRESACRAL SYMPATHECTOMY. 


The main interest of the case lies in the fact that presacral sympa- 
thectomy had been performed without relief 3 weeks previously. Bilateral 
division of the external pudic nerve in Alcock’s canal gave immediate 
relief. 


Two Cases OF PostT-CAESAREAN PAROTITIS TREATED BY CATHETERIZATION 
OF STENSEN’S DUCT. 


The authors describe two cases of parotitis developing 2 days and 4 days 
respectively after lower segment Caesarean operations. Both were success- 
fully treated by catheterization of Stensen’s ducts. The catheterization was 
repeated 4 times in each case. One patient developed a sinus below the 
ear. 


VAGINAL AND CERVICAL ATRESIA FOLLOWING IRRADIATION IN CARCINOMA 
CERVICIS. 


The authors find cervico-vaginal atresia following irradiation is commoner 
than is usually described. The atresia developed within 2 or 3 months in 
cases in which the growth was advanced, later when it was early. The 
fibrosis does not tend to spontaneous cure as does the somewhat similar 
perirectal post-irradiation fibrosis. Infection of the growth, trauma, pre- 
radiation treatment, e.g. curettage, are predisposing causes, The fibrosis 
is more marked after local radium therapy than either radiotherapy or 
bomb therapy. 

Microscopically the condition differs from senile atrophy in that in mild 
cases the fibrous bundles are swollen by the deposition of collagen; severe 
cases in addition to the deposition of collagen show proliferation of fibro- 
blasts and the appearance of new capillary loops. The incidence of radiation 
fibrosis can be minimized by the avoidance of unnecessary trauma, either 
physical or chemical. 


THE VALUE OF THE BEHAVIOUR OF THE SUTURE-LINE IN CAESAREAN SECTION 
IN DECIDING BETWEEN CAESAREAN SECTION AND HYSTERECTOMY FOR 
ACCIDENTAL HAEMORRHAGE. 

The authors record 3 cases of Caesarean section performed for massive 
detachment of the placenta in which the presence of diffuse ecchymoses 
throughout the muscle lead them at first to decide upon Caesarean 
hysterectomy, but in which they found that the muscle and the peritoneum 
held the sutures well. In view of this observation, they performed 
only Caesarean section with satisfactory results. 
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DouBLE UTERUS AND VAGINA CAUSING DysTOCIA. 


The patient had had a breech presentation in her first labour. After 
33 hours of strong pains the right cervix was still less than half dilated. 
The vaginal septum was incised and thereupon full dilatation rapidly 
occurred, and a small living child extracted by breech. 


A StTuDy oF 110 CASES OF STERILITY BY MEANS OF HYSTEROSALPINGO- 
GRAPHY. 


Of the r1o patients investigated because of sterility by this method 
10 per cent became pregnant at a later date and of the 60 patients in whom 
there was no question of any tubal obstruction, the percentage of sub- 
sequent pregnancies was 18 per cent. 


TEN CASES OF TUBAL STENOSIS TREATED BY SHORT WAVE DIATHERMY AND 
INSUFFLATION. 


The patients received a course of short wave diathermy, 3 treatments 
lasting 20 minutes being given each week. The wave length was 13 metres, 
500 to goo watts being used. Insufflation performed before starting the 
diathermy showed the presence of stenosis in every case. After treatment 
normal tubal function reappeared in three cases, in five cases tubal function 
was improved including two cases of initial complete occlusion; there were 
2 failures. 


A CASE OF SUDDEN DEATH IMMEDIATELY FOLLOWING SPINAL ANAESTHESIA 
FOR LOWER SEGMENT CAESAREAN SECTION. 


The patient, who had one child and was aged 30 had been in labour for 
20 hours. She was given a spinal injection of 100 cgr. of scurocaine. The 
injection was given slowly over a period of 3 minutes, One minute later 
she collapsed suddenly, gave 2 convulsive movements, and died. The foetal 
heart was then listened to and was found to be beating at the rate of 50 
per minute. Caesarean section was immediately performed and a living 
child extracted. 

This sudden death was the only fatality in 87 Caesarean sections per- 
formed under similar anaesthesia. 


A Case OF Raprip DEATH FOLLOWING SPINAL ANAESTHESIA FOR A LOWER 

SEGMENT CAESAREAN SECTION. 

The patient was a primigravida, aged 24, who had been in labour about 
12 hours. She was given morphia followed by a spinal injection of 10 c.c. 
of scurocaine, the injection being given with the patient in a sitting position. 
Two or 3 minutes later she suddenly collapsed, breathing stopped, cyanosis 
became marked. The operation was rapidly performed and the patient’s 
heart massaged through the diaphragm. Under this treatment the pulse 
returned and the colour improved for about 10 minutes. The heart then 
became irregular and she died. In the author’s opinion the cause of death 
was a paralysis of the respiratory centre in the bulb. 
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INFLAMMATORY LESION OF THE CERVIX IN PREGNANCY SIMULATING CAR- 
CINOMA. 
The cervix of the patient was found to be enlarged, friable and bled 
readily when touched. Caesarean hysterectomy was performed; no evidence 
of carcinoma could be found. The Wassermann reaction was negative. 


STENOSIS FOLLOWING DIATHERMY COAGULATION OF THE CERVIX. 

Linear coagulation of the cervix by diathermy was performed twice at 
an interval of 2 months. The patient became pregnant 3 years later and 
aborted at the fourth month. The cervix was found to be stenosed, and 
considerable, difficulty was experienced in emptying the uterus. 

P. Malpas. 


Archiv fiir Gynadkologie. 


Band 164. Heft 1. 

*The effect of protracted administration of follicular hormone on the urinary 
bladder of female castrated rats. E. Murray and E. Steinkamm. 

The pathology of the umbilical cord: a tear in utero and haemorrhage 
from an umbilical artery. G. Kopp. 
Obstetric atony. O. Bokelmann. 

*High forceps operations. H. v. Briicke. 

Vitamin-C deficiency during lactation. G. Gaehtgens and E. Werner. 

*Formation of massive pulmonary thrombi (late metastases) in chorion- 
epithelioma, with special reference to processes of cure. R. Manz. 

Histology and clinical features of papillary ovarian tumours. O. Brake- 
mann. 

*Pregnancy and labour in spina bifida with paraplegia. Liepelt. 

*The effect of operative removal of the uterus on the hormonic activity of 
the ovary and antuitary: also a new method of estimation of folliculin. 
W. Krane. 

*Biological foundations of conservative surgery of the Fallopian tubes and 
their application to the treatment of sterility by tubal implantation. 
J. Granzow. 

Carotin and vitamin-A in pregnancy. G. Gaehtgens. 


Band 164. Heft 2. 
Otto von Franqué: obituary notice. Siebke. 
*Development of the human vagina. Part, III. The fifth age-group and 
its transitional connexions. Robert Meyer. 
Histology and histogenesis of the so-called cilio-epithelial (serous) ovarian 
cystoma. M. Glasunow. 
Anatomical peculiarities of the skin in the newborn and the pathological 
tendencies connected therewith. M. Tausch. 
Vitamin-C in the human placenta. E. Tonutti and E. Plate. 
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Transfer of carotin and vitamin-A from the maternal to infantile circula- 
tion. G. Gaehtgens. 

The ovary and vitamin-C. L. Ley. 

*Concerning the nature of pains. W. Wolf. 

Hepatic glycogen and pregnancy. O. Bokelmann. 


THE EFFECT OF PROTRACTED ADMINISTRATION OF FOLLICULAR HORMONE ON 
THE URINARY BLADDER OF FEMALE CASTRATED Rats. 


Murray and Steinkamm, like Lacassagne and Burrows in mice, found 
dilatation of the bladder: they could however establish no mechanical 
factor which might play a part, and the quasi-neoplastic proliferations 
described in mice were absent. Some 60 per cent of the animals were 
subject to vesical irritation by trichosoma crassicauda. 


HiGuH Forceps OPERATIONS. 


Briicke analyses 34 high forceps operations—defined as applications to 
the skull of which the largest circumference has not entered the pelvis, or 
the leading point yet reached the inter-spinal line—done at Graz in 10 years, 
among 18,611 labours, that is, a frequency of 0.18 per cent (compared with 
a total forceps rate of 2.01 per cent). There was no maternal death, 
although there were 5 cases of important vaginal or rectal tears, one vesical 
tear and one case of pressure necrosis of the bladder. There were 14 dead 
infants, of which 11 showed injury to the skull or cervical vertebrae and 
7 had been delivered through pelves with Grade I or II contraction. The 
instrument used was the Kielland forceps in 10 cases and the Vienna school 
forceps in 24: the former is now preferred. High forceps application is still 
occasionally, although quite rarely justified: preparatory vagino-perineal 
incision is advised, as also the making of radial incisions in the cervix. 
Rotation by the Kielland instrument should be deferred for a considerable 
period after application. 


FORMATION OF MASSIVE PULMONARY THROMBI (LATE METASTASES) IN 
CHORION-EPITHELIOMA, WITH SPECIAL REFERENCE TO PROCESSES OF CURE. 


In a woman aged 39, dying apparently from a typical sputum-positive 
pulmonary tuberculosis, there was a history of hysterectomy two and a half 
years previously for myoma uteri: histological examination had then shown 
chorion-epithelioma, and a hydatidiform mole had been removed two years 
before this. No symptoms had pointed to a massive pulmonary embolus. 
Autopsy revealed no metastases except in the lungs. On the left the 
pulmonary artery and practically all of its branches were occluded by 
massive thrombi containing chorion-epitheliomatous tissue: the lung was 
atelectatic and contained comparatively recent caseous and other tuber- 
culous foci and one small nodule of secondary tumour. On the right the 
lung contained no tuberculous lesion: there were tumour-thrombi in the 
small arteries of two lobes and a few small metastatic tumour-foci. The 
lymph-nodes were not abnormal. Extreme hypertrophy of the right ventricle 
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was present. Histologically the tumour-thrombi showed hyaline degenera- 
tion of the tumour-cells in the central parts, and in small arteries serial 
sections revealed inclusion of groups of tumour-cells within organizing 
thrombi: many of the obliterated arteries were being recaniculized. In 
addition there were signs of comparatively recent vascular penetration by 
the growth and of its perivascular extension, as well as retrograde extension 
of tumour-tissue along the large arteries. Four weeks before death X-ray 
evidence of the few pulmonary metastases had been noted. Probably, but 
for the complicating tuberculosis, natural forces would in this case (as in 
others recorded) have arrested and annihilated the chorion-epitheliomatous 
processes. 


PREGNANCY AND LABOUR IN SPINA BIFIDA WITH PARAPLEGIA. 


The last fifty years’ literature is said to contain only 4 reports of preg- 
nancy in sufferers from spina bifida. Gilles’s patient (Bull. Soc. Obstét., 
Paris, xvi, 520, 1913), a woman aged 29 had normal subjective symptoms 
during a labour terminated by manual dilatation and forceps. In Rizzica’s 
patient, aged 30 (Ber. Gynak., xv, 114, 1929), a first labour ended in foetal 
death after forceps application, and there was a symphyseal rupture with- 
out injury to the bladder: a second pregnancy three years later ended in 
spontaneous delivery. The present report concerns a woman aged 28 who 
for nine years had walked on crutches and for six had partial incontinence 
of urine: a palpable tumour covered a defect in the second to fourth lumbar 
vertebral arches. Labour in tabetics is speedy and painless: foetal move- 
ments, however, had been felt throughout pregnancy. 


THE EFFECT OF OPERATIVE REMOVAL OF THE UTERUS ON THE HORMONIC 
ACTIVITY OF THE OVARY AND ANTUITARY: ALSO A NEW METHOD OF 
ESTIMATION OF FOLLICULIN. 


Krane describes a modified method of benzole extraction of the urine 
which is stated to save much time and to give an increased degree of purity 
of folliculin, Evidence of ovarian function or non-function was sought in 
13 women aged 27 to 40 whose uteri had been removed for myoma, 
menorrhagia or chronic pelvic disease (considerable portions of one or both 
ovaries being left behind). Ten cases, at intervals of from 15 days to 6% 
years after hysterectomy showed in the urine both the presence of folliculin 
and an absence of increased excretion of prolan: the two hormonic signs 
which would indicate cessation of ovarian function were therefore absent. 
Two more patients in whom the operation had been done 10 and 15 years, 
respectively, had absence of folliculin without increase of prolan A excretion. 
In a woman aged 4o folliculin was almost absent and excretion of prolan 
was increased: a. premature menopause is mooted. In only one instance 
was it possible to carry out continued folliculin estimations in the urine 
some years after hysterectomy: the patient concerned, six years after the 
operation and at the age of 38, continued to show—at any rate during the 
54 days’ period of observation—cyclical rises (the two were separated by 
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four weeks) of folliculin excretion. This pointed by inference to a con- 
tinuation of cyclical ovarian changes. 


BIOLOGICAL FOUNDATIONS OF CONSERVATIVE SURGERY OF THE FALLOPIAN 
TUBES AND THEIR APPLICATION TO THE TREATMENT OF STERILITY BY TUBAL 
IMPLANTATION. 


Granzow gives a detailed account of the anatomy, nerve-supply, mus- 
cular and epithelial structure, and movements of the Fallopian tube, so far 
as at present understood: he discusses the biological responses of the tube 
during the cyclical ovarian changes and during pregnancy, as also their 
hormonic regulations. There is no doubt that every segment of the tube, 
when isolated from others, retains its powers of automatic movement. 
During pregnancy the tubal musculature does not show hypertrophy or 
hyperplasia, and the decidual reaction is of very small degree; the tubal 
movements, however, increase. Some sort of hormonic regulation of tubal 
movements (to which the application of the term peristalsis is not justified) 
occurs. The movements may be directed either to or from the uterus. Evans 
showed that in bitches spermatozoa reach the uterine end of the tube 
within half a minute of copulation: a peristalsis, directed outwards, of the 
intramural portion of the tube may play an important part in the transit 
of semen. Further study of the structure and functions of the myosalpinx 
is urgently required. Cyclical alterations in both ciliated and secretory 
tubal epithelium are now proved to accompany different menstrual phases: 
the corpus luteum hormone plays an important regulatory part. True 
tubal menstruation, Granzow believes, does not occur. Phylogenetic com- 
parisons afford support to the supposition that the human Fallopian tube 
has remained at a lower stage of development, comparable with that in 
sauropsida, than the uterus. Such a view would explain the premenstrual 
tubal structural alterations more easily as a functional atavism than as an 
abortive attempt at menstruation: logically pursued, it would stamp the 
tube in mankind as an organ of regressive developmental tendency, re- 
sembling in its lack of resistance the vermiform appendix and tissues of 
branchiogenic derivation. Total excision of the tube and uterine implanta- 
tion of the ovary has so far been followed, in 103 cases according to the 
literature, by 15 uterine pregnancies and 9 births at term. End-to-end 
anastomosis after resection has been followed by pregnancy going to term. 
Kakuschkin in five cases has transplanted healthy tubal sections from other 
patients—without so far having been able to report restoration of tubal 
patency or occurrence of pregnancy. Utero-tubal implantation is technically 
easier than end-to-end anastomosis. It has been done successfully (for 
sterility) on both sides, in four cases, followed by three uninterrupted 
uterine pregnancies and one ectopic gestation; in seven cases on one side, 
the other tube being removed at operation (6 uterine pregnancies going to 
term and one to abortion); in 3 cases on one side with preservation of the 
contralateral tube, which was regarded as impermeable (three labours at 
term); and in some 50 other cases incompletely reported. It would seem 
that well over one half of conceptions after tubo-uterine implantation have 
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led to labour going to term. The medical records of unsuccessful operations 
of this sort are very imperfect. Uterine ruptures have occurred during the 
labours, but there is no evidence that they are favoured by too speedy con- 
ception after the plastic operation. Granzow divides the indications for 
tubo-uterine implantation into (1) isthmo-interstitial tubal disease from old 
salpingitis; (2) isthmic or interstitial ectopic pregnancy; (3) restitution of 
tubal patency after previous operative tubal sterilization operations in which 
an insufficiently long section of tube was preserved. Punching or canalizing 
procedures at operation have not been very successful, and a simple tech- 
nique is preferable. Implantations have been effective in cases in which 
extremely short sections of the ampullary end have been preserved, and it 
is better to excise too much of a healthy isthmus than to implant one of 
which the soundness is doubtful. Post-operative testing of tubal patency 
by inflation or X-rays gives reliable positive evidence; but a negative result 
does not exclude the possibility of permeability. Granzow reports two 
cases. In the first, a woman aged 26, conception occurred 2 months 
after operation and labour was spontaneous, at term: exploration of the 
uterus showed widespread thinning in the neighbourhood of one of the 
implantation-sites. In the second, pregnancy had been interrupted by 
median hysterotomy after coeliotomy, and temporary sterilization effected 
by division of the tubes and suture in the broad ligaments, both operations 
being done on medical grounds. Conception followed 54 months after the 
implantation operation. In this case labour was impeded by fixation of the 
cervix by scar, and Caesarean section was done: the uterine wall showed 
near one implantation-site herniation which was attributable either to the 
wedge-shaped excision from the lateral fundal angle done at the first 
sterilizing operation or to the incision made at the same place in the 
second operation. 


DEVELOPMENT OF THE HUMAN VAGINA: Part III. 


In Part III, which occupies 150 pages, Robert Meyer continues his very 
full description of the development of the vagina. The foetfis here described 
and numbered 62 to 70 are transitional between those previously described 
and his larger foetfis 71 to 85 (having a craniopedal length of about 
175-275 mm.) which form the chief subject of the present paper. The 
frequency of individual variations in the time of occurrence of the principal 
developmental criteria is emphasized. Meyer considers in turn (1) regression 
of the Wolffian epithelial region; (2) ripening of the vaginal epithelium; 
(3) the formation of the vaginal lumen and its opening into the dorsal 
chamber of the sinus at about the same time as the hymen is formed; 
(4) the participation of the vaginal epithelium and Wolffian epithelial 
eminences in the formation of the retrohymenal introitus vaginae; (5) the 
formation of the hymen by a special activity of vestibular epithelium; 
(6) persistence of vascular bundles of the urorectal septum and Wolffian 
epithelial eminences as evidence for the coincidence of the sites of the 
vagina opening into the sinus with the original terminations of the Miillerian 
ducts. The formation of the vaginal epithelium from the sinus epithelium 
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(as described by Vilas) is confirmed and it is shown that the vaginal 
epithelium has no other important source: in fact, apart from the small 
retrohymenal introitus (derived from the dorsal chamber of the sinus) no 
other tissues are concerned in its genesis, least of all the Wolffian ducts—at 
the distal ends of which the epithelium is at an early stage suffocated by 
the enveloping sinus-epithelium. 


CONCERNING THE NATURE OF PAINS. 

Wolf recalls that the teaching that labour pains are painful because the 
uterus is contracting is exposed to the criticisms that (1) pain is not felt 
in the muscles of other contracting hollow organs; (2) non-painful uterine 
contractions are noted in pregnancy and the puerperium; (3) the pains are 
specially severe in the presence of rigidity of the soft parts. While an ergot 
preparation was being tested and the uterine contractions were being 
recorded graphically, it was noted that there was no definite proportion 
between the amplitude of the uterine contractions and the degree of pain 
felt. It is suggested that the characteristic subjective discomfort experienced 
during labour is due to the taking-up of the cervix. 

W. E. Crowther. 
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*Cervical pregnancy. A. Schiirger. 

The value of sounding in the treatment of female sterility. F.C. van 
Tongeren. 

The asepsis of intra-uterine operations. G. Trommer. 

Synthetic proluton. W. Stemmer. 

Remarks on the work of E. Holzbach, ‘‘Uterine incision in the bloodless 
space of Esmarch’’. G. v. Bud. 


No. 46, November 13, 1937. 

The social work and local problems of the District Gynaecological Clinic in 
Insterburg. P. W. Siegel. 

*The diagnosis of tubal carcinoma. Ch. Harms. 

The significance of the complement fixation reaction jin clinical work, 
especially in the diagnosis of female genital tuberculosis. H. Mittelstrass. 

The sedimentation of blood-serum after Takata-Dohmoto during the course 
of pregnancy, labour and the puerperium and in the blood-serum of the 
newborn. Y. Charamis. 

Epithelial metaplasia in endometritis following abortion. V. Dubrauszky. 


DIVISION OF THE SUPERIOR HyPOGASTRIC PLEXUS AFTER COTTE IN CHRONIC 
INFLAMMATORY GENITAL DISEASE. 


Kraul has had occasion to treat several cases of chronic inflammatory 
disease of the female genital organs in which pain was the predominant 
complaint. He treated a certain number of intractable cases by resection 
of the superior hypogastric nerve plexus, followed by division of the ovarian 
plexus by section of the infundibulo-pelvic ligament. 

The results of this treatment were satisfactory from the point of view 
of freedom from pain and ability to return to work. He would, therefore, 
recommend this form of treatment for similar cases. 


THE Use oF UTERINE ASPIRATION IN GYNAECOLOGY. 


Lorincz refers to his previous article published in the Munchenere Med. 
Wochenschrift in 1934, number 6, on the subject of obtaining material from 
the uterine cavity for diagnostic examination. 

His method consists essentially of the introduction of a fine glass cannula 
into the uterine cavity and the removal of a small portion of endometrium 
by suction. This removed fragment can be rapidly examined histologically, 
and any changes discovered can be referred back to their hormonic cause. 

Using this method the writer has obtained great help in the differential 
diagnosis between tubal pregnancy and inflammatory disease. He finds great 
ease in obtaining the experimental fragment and is able to carry out his 
preliminary investigation and the subsequent operative treatment based on 
his findings at one sitting. 

His communication js illustrated by some very clear histological sections 
of decidua without foetal elements in extra-uterine pregnancy, acute 
purulent endometritis and endometrium at different stages of the normal 
menstrual cycle. 
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THE TREATMENT OF EROSION OF THE PORTIO AND VAGINITIS WITH SELF- 
SOLVENT DRUG CONVEYORS. 


Bohnen of Helmstedt describes the well-known difficulty of the exact 
application of drugs to the cervix and vaginal wall. He remarks that while 
application may in the first place be entirely exact, the formation of 
secretion from a wound area and the damming up of discharge may prevent 
the satisfactory continued action of any application. 

In a search for a suitable applicator an effort has been made to find a 
substance which has no action itself upon the drugs used or upon the dis- 
charge. In addition an easily soluble applicator has certain advantages. 

For this purpose the writer finds applicators formed of urea to be entirely 
satisfactory. For erosion of the portio the applicator is shaped to resemble 
an occlusive pessary and for vaginal application a dunce’s cap. The 
medicament is placed inside the cavity and pressed up against the cervical 
erosion, and the whole applicator kept in position by packing the vagina 
with gauze. The applicator dissolves in 2 to 4 hours from the time of 
introduction according to the degree of moisture of the area, and the vaginal 
tampon is removed in 12 to 24 hours. The writer finds that only two or 
three applications are needed. 


MEDICAL CONVEYERS OF UREA IN THE TREATMENT OF CERVICAL EROSIONS AND 
VAGINAL DISCHARGE. 


Hellner working in the University Gynaecological Clinic in Berlin has also 
obtained satisfactory results by using conveyers made of urea. 

In the case of 48 recent erosions he obtained healing in 32 per cent in one 
week after three applications, and in 63 per cent a definite improvement 
which took longer than one week to heal. In 5 per cent there was no 
improvement. 

In 22 cases of long-standing erosion which had previously had no treat- 
ment, there was definite rapid healing. In 18 cases of cervical discharge of 
non-gonococcal origin by the use of applicators carrying silver nitrate oint- 
ment, 5 were unchanged, 8 were improved, and 3 were cured. No improve- 
ment was obtained in any case of gonococcal cervical infection. 

In 52 cases of vaginal discharge treated by the application of 10 per 
cent glucose, 71 per cent were definitely improved, 18 per cent were truly 
cured, and 11 per cent were unchanged. 


THE PHYSIOLOGY OF THE STOMACH IN PREGNANCY. 


Hansen of Rostock has carried out a series of investigations into gastric 
activity in patients late in pregnancy and in the same patients one week 
after delivery. 

He finds that the stomach is pushed upwards by the pregnant uterus. 
The stomach rotates at an angle of 45 degrees upwards and to the right 
The fundus of the stomach is pressed up against the left vault of the 
diaphragm and the distension of the greater curvature is lessened.’ 'The 
frequent heart-burn experienced at the end of pregnancy can be traced 
back to the change in position. 
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The tone of the gastric muscle is definitely lowered. The stomach lies 
like a flaccid bag on the fundus uteri and its form is determined by its 
surroundings. The emptying period is lengthened to 80 to 130 minutes 
instead of the normal 50 minutes. There appears to be a definite relation 
between motility and acid secretion; in cases of achylia the motility is 
definitely lessened. 

Gastric secretion appears to depend upon two causes, nervous and 
chemical. Nervous stimuli appear to exert a great inhibitory influence 
upon secretion during pregnancy, and the response to chemical influence 
is less than normal. Practically half of all pregnant women suffer from 
subacidity or definite achylia, a quarter have a normal acid secretion and 
a quarter suffer from hyperacidity. 

As there is a definite relation between gastric function and blood-com- 
position, a deficit in gastric acidity being associated with anaemia, it is to 
be understood how some pregnant women suffer from anaemia. 


PRIMARY ABDOMINAL PREGNANCY. 


Jaroschka describes the case of a multiparous patient whose last 
menstrual period had occurred 44 days before she had severe uterine bleed- 
ing with the expulsion of a decidual cast from the uterus which did not 
contain any foetal elements. 

Laparotomy was performed for a diagnosed extra-uterine pregnancy and 
was carried out before there was any intra-abdominal bleeding. The uterus, 
Fallopian tubes and ovaries were found to be healthy and intact. Attached 
to the peritoneum below the uterine attachment of the round ligament on 
the right side was a soft purple tumour of about the size of a large walnut. 
This tumour had gained a blood-supply from a vessel in the right broad 
ligament and had also perforated the peritoneum covering the uterus and 
gained an external attachment to its muscular wall. 

Histological examination of the specimen showed it to be a mole with 
chorionic villi. 


THE REMOVAL OF ONE OVARY AND ITS RESULTS. 


Caffier has analysed the after-history of a series of cases in which one 
ovary had been removed. His series comprised 174 cases treated during 
the years 1924 to 1935. The operation was carried out for the following 
reasons: in 19 for extra-uterine pregnancy with removal of the ovary on 
the affected side; in 26 cases of inflammatory disease; in 37 cases of cystic 
disease; in g1 cases of non-malignant tumours; in 1 case the ovary was 
removed for transplantation. Fifty-seven patients were between the ages 
of 30 and 35 and only 3 patients were under 20 years. 

The macroscopic appearance of the remaining ovary was noted as being 
good in 136 cases. 

The menstrual history before operation was regular in 132 cases. 

The post-operative menstrual history could be divided into several 
groups. (1) The interval, amount and duration of the flow were unchanged 
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in 55 cases, or 31.6 per cent. (2) The interval remained unchanged, but 
the amount and duration of the loss were changed in 40 women, or 23 per 
cent. (3) Instead of the previous regular rhythm the patient developed 
a new regular rhythm with either longer or shorter intervals. After opera- 
tion the rhythm varied from 16 days to 56 days. Shortening of the 
interval was more common than lengthening of the interval. In all, 9 women 
fell into this group, 5.2 per cent. (4) The previously regular menstrual cycle 
became entirely irregular in 30 cases, 17.2 per cent. (5) In 17 cases the 
menstrual cycle was irregular before operation and remained so afterwards, 
9.8 per cent. (6) In 21 cases the previously irregular rhythm became 
regular, 12.1 per cent. 

Inquiries regarding fertility after operation were answered in practically 
all cases, and it was found that there was a decrease in conception in all 
age-groups. The writer considers that removal of one ovary leaves the 
patient at a definite disadvantage, and that resection should be practised 
in place of complete removal whenever possible. 


SCHEME OF HORMONE TEACHING IN GYNAECOLOGY. 


Siebke has written a short description of the different hormones which 
are concerned with the female sex cycle. As illustrations to his script 
he has furnished four coloured diagrams. The first diagram deals with the 
normal menstrual cycle without supervening pregnancy, the second illus- 
trates early pregnancy, the third the second half of pregnancy and the 
fourth labour and the puerperium. His description covers the present 
knowledge of these hormones and should be useful in giving the student 
a well-ordered classification of their origin and action. 


CERVICAL PREGNANCY. 


Schiirger gives a short résumé of the literature dealing with cervical 
pregnancy. Pregnancy in this position was not considered until in 1922 
Zangemeister and Schilling described 38 cases of cervical placenta, and in 
1924 E. A. Mueller recorded 55 cases; but of these P. Schneider later con- 
sidered only 23 to be cases of true cervical placenta. Cervical pregnancy 
appears to occur more easily in multiparae than in primigravidae in whom 
the internal os is closed. The ovum having become implanted in the 
cervical canal, grows too quickly for the cervix to accommodate it and for 
this reason abortion usually occurs. If the implantation takes place on the 
posterior cervical wall it is possible for the trophoblast to perforate its 
wall and to open the pouch of Douglas with the occurrence of intraperi- 
toneal haemorrhage. If the implantation is near the internal os this may 
be eroded and the ovum escape into the uterine cavity. There are 10 
recorded cases in which pregnancy reached nearly to term and the ana- 
tomical findings were consistent with such an occurrence. 

The writer records a case under his own care in which abortion occurred 
at the twelfth week. Bleeding was so severe that the contents of the 
uterus were evacuated; while this was being done the pregnancy was found 
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to be entirely in the cervix, the non-pregnant uterine body being situated 
like a cap above it. The pregnancy had eroded the cervical wall and had 
allowed the placenta to gain a secondary attachment to the cellular tissue 
of the parametrium. On passing the fingers into the parametrium through 
the hole in the cervix the placenta was easily separated and removed. 
This procedure was followed by a most alarming haemorrhage which could 
not be controlled by packing or attempts to compress the bleeding points. 
In view of the grave condition of the patient the aorta was compressed and 
steps taken to extirpate the uterus through the vagina. The cervix was 
drawn down to the vulva and the bladder separated from the front of the 
uterus, the inferior branches of both uterine arteries being identified and 
ligatured. At this point all bleeding stopped and therefore the uterus was 
not removed but the case was treated by closing the rent in the cervix 
with separate catgut stitches. The patient recovered. 


THE DIAGNOSIS OF TUBAL CARCINOMA. 

Harms records two cases of tubal carcinoma which have come under his 
own observation. Both his patients had reached the menopause and both 
complained of the same symptoms of pain and irregular uterine bleeding. 
Diagnostic exploration of the uterine cavity was without result and the 
palpable adnexal tumours were thought to be inflammatory, in view of the 
fact that the first patient was sterile after her only delivery and the second 
after her only pregnancy which ended in an abortion. The writer con- 
siders that palpable adnexa associated with uterine bleeding in women past 
the menopause when the uterine cavity is clear should raise the suspicion 


of tubal carcinoma. 
R. H. B. Adamson. 
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PRINCIPLES AND ORGANIZATION OF SOCIAL MEASURES IN CANCER PREVENTION 
IN BELGIUM. 


W. SCHRAENEN, the General Secretary, gives an account of the Belgian 
“Ligue nationale contre le Cancer,’’ of which the formulated objects are 
(1) to assist and unite scientific and social assistance means of combating 
cancer; (2) promotion and support of endeavours to prevent, treat and 
investigate cancer; (3) unceasing propaganda, among all classes of the 
population, concerning dangers and prevention of cancer; (4) institution of 
insurance against cancer and assistance for cancer patients. Founded in 
1924, the League had some 12,000 cancer patients on its books in 1936, as 
compared with 6,000 in 1935, and 2,800 in 1934. Its scientific activities 
comprise the publication of Le (Cancer and recommendations to the 
Government by a standing committee, as well as the correlation of the four 
‘“‘Centres Anticancereux’’ in the University cities, each comprising (1) 
laboratories; (2) complete out-patient service in which gynaecologists, 
dermatologists and urologists are among those taking part; (3) surgical 
departments, including special surgical divisions; (4) departments for X-ray 
diagnosis and treatment and for radiotherapy, possessing X-ray equipment 
of at least 200,000 volts, and radium amounting to 2 to 7 grammes. New 
out-patient cases now number 600 to 1,200 annually at each centre. ._ The 
League works in close association with the general practitioner, who, accord- 
ing to a recent ordinance, receives a notification fee in respect of each new 
case of cancer. The threefold social activities of the League include in 
the first place social service organizations which not only supervise the 
patient and his or her household, but also render financial help when 
necessary. Secondly, a ‘‘Service de Prévoyance’’ insures against cancer by 
providing (1) regular medical examination; (2) special investigations con- 
cerning the diagnosis of cancer; (3) the cost of treatment; and (4) after- 
supervision. This service has now been joined by more than one-third of 
the Belgian population, the numbers having been recently increased by 
affiliation of Friendly Society members en bloc. Thirdly, ‘‘propaganda and 
explanation’ are an essential part of the League’s work, and have now 
secured it a membership of 120,000. In the initial stages propaganda was 
closely bound up with a weekly crossword competition, of the sort for 
which the solution must be accompanied by a remittance, advice about 
cancer being advertised with the puzzle. The League now publishes a 
weekly periodical with a circulation of 70,000 copies, L’Opinion Publique. 
In addition to medical instruction suitable for the laity it contains ‘‘sporting 
competitions,’’ football in winter, motor-cycling in summer, which bring in 
an average income, after deducting the prize money, of 20,000 Belgian francs 
—so that propaganda is more than self-supporting and a balance accrues to 
the other departments of the League’s activities. 


THE DIAGNOSTIC VALUE OF KLEIN’s TUMOUR REACTION IN GYNAECOLOGY. 


A. Liepelt, from 120 test reactions done at the Cologne Universitiits- 
Frauenklinik (Klein’s provisions concerning the source and abstraction of 
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the blood being carefully observed) finds that incorrect results number over 
one-third: even in supervision of cancer patients after treatment the re- 
action does not appear to be reliable. 


COLPoscopy IN MEDICAL PRACTICE. 


H. Hinselmann makes the following points in his further exposition of 
the diagnostic value of his colposcope and further plea for its more common 
use. A gynaecological examination which does not include the use of the 
speculum excludes’ the chance of detection of an early carcinoma of the 
cervix: the likelihood of that detection is much increased by use of the 
colposcope with its tenfold magnification, Scientific considerations and the 
interests of the patient justify the capital expenditure (400 RM. in Ger- 
many), and apart from the diagnosis of cancer the colposcope permits much 
more accurate recognition of conditions such as erosion of the portio, which 
is very often a physiological condition. Under efficient instruction the 
beginner learns the chief points of colposcopic diagnosis ‘‘within a few 
weeks or months’’: in hospital experience about one latent cancer is detected 
in 160 cervical examinations. The practitioner who undertakes gynaeco- 
logical work should possess a colposcope, even if it is not used at the hospital 
department to which he sends his patients for treatment. The classification 
of the cervical epithelium and its modifications which Hinselmann has 
worked out and adopts necessarily differs from those formerly accepted, 
being the result of thousands of colposcopic examinations and of thousands 
of microscopical studies of serial sections. (The study of one portio involves 
examination of 800 to 2,000 sections.) Evidence of return of leucoplakia to 
normal epithelium has never been adduced, and the occurrence of long- 
continued latency does not diminish the importance of the colposcopic find- 
ings. Schiller’s iodine paint is invaluable in diagnosis, and should be 
combined with colposcopy. 


THE MATERIAL FOUNDATIONS OF A SYSTEMATIC ATTACK ON GYNAECOLOGICAL 
CARCINOMA BY ORGANIZED HEALTH CARE. 


F. Tshamer holds that the attempt to attack cancer of the cervix by 
general enlightenment of the laity concerning early signs should be aban- 
doned: it is doomed to failure on financial, psychological and other grounds. 
The actual requirements are an improved national ideology concerning 
health, together with material aid to medical care, including periodical 
prophylactic examinations for exclusion of the presence of cancer. 


TREATMENT. OF MASTITIS. 


W. Otte states that during 1936 out-patients at- the Charité Cancer 
Research Institute in Berlin included 46 cases of benign mammary tumours, 
141 of cancer of the breast, and 153 of interstitial mastitis or cystic disease. 
In interstitial mastitis half of the patients were aged over 40: the important 
diagnostic symptom is the aggravation of pain and tenderness before and 
during the menses, and the important diagnostic sign the absence of ad- 
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herence to the skin or underlying pectoral muscles. Dependence of pain on 
the menstrual cycle never occurs in carcinoma. In cystic disease fluctuation 
is absent until the cyst or cysts have attained a certain size: the pain 
increases during menstruation. Treatment is operative in cystic masto- 
pathy. In chronic interstitial mastitis over 70 per cent of patients have 
been found curable by exhibition of progynon or a similar preparation: 
salicilates given orally are of considerable assistance. In either malady 
careful after-supervision is essential. 
W. E. Crowther. 


Acta Obstetricia e Gynecologica Scandinavica. 


Vol. xvii Fasc 3, 1937. 

The effect of spontaneous rupture of the membranés on delivery. H. Fred- 
rikson. 

The grade of dispersion of erythrocyte aggregate in the blood examination 
of healthy pregnant women. B. Swedin. 

Manual removal of the placenta and intra-uterine exploration after de- 
livery. E. Block. 

Atypical forceps and a new model of forceps. J. Lovset. 

*Dilatation of the cervix uteri for gynaecological operations and a report 
on new cervical dilators. J. Lovset. 


DILATATION OF THE CERVIX UTERI FOR GYNAECOLOGICAL OPERATIONS AND 

A Report ON NEw CERVICAL DILaToRs. 

Lovset refers shortly to the varieties of uterine dilators which have been 
employed with a comment on their suitable and unsuitable applications. 

He gives a description with illustrations of two new cervical dilators. 
The one dilator is 2-pronged and is capable of widening to the size of 
Hegar’s number 14; the other is 4-pronged and will dilate the cervix 
sufficiently to admit 3 fingers. Their diameters when closed are 4 mm. 
and 6 mm. respectively and the intra-uterine portion in each is 6.5 cm. 
The intra-uterine portion makes an angle of 100° with the part which lies 
in the vagina and projects from the vulva. On the part outside the vulva 
is a graded scale showing the degree of dilatation of the cervix which is 
brought about by a spring. These dilators have been used on 500 cases 
without any bad result for a!l varieties of cases needing intra-uterine 
evacuation. The usual procedure is to introduce the dilator in the evening 
and perform the operation the fo'lowing morning. 

Compared with laminaria tents the great advantage is that there is free 
uterine drainage throughout. 

R. H. B. Adamson. 
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ROYAL SOCIETY OF MEDICINE. 


SECTION OF OBSTETRICS AND GYNAECOLOGY. 
A meeting of the Section was held on November 19th, when Dr. LetiT1a 
FAIRFIELD, M.D., read a paper on the 


COMPREHENSIVE SURVEY OF THE MATERNITY WORK DONE IN THE LONDON 
County Councit HOSPITALS, 1931-1936. 


Much interesting information was given by Dr. Fairfield, and many 
instructive tables were shown on the screen. In her introductory remarks, 
she said: The conditions in the municipal hospitals are of interest as an 
increasing proportion of the midwifery of the county is conducted in them; 
18,261 of the 58,130 births in London in 1936 took place in L.C.C. hospitals. 
There has been an increase of beds from 600 to 853, while the maternity 
units have been reduced from 26 to 22. Eighty to go beds are now con- 
sidered the optimal size, and no reductions have been placed on admission; 
46.5 per cent of the women are primiparae, and 8.7 per cent are unmarried. 
Although no compulsion can be exercised, 90.88 per cent attend the 
Council’s antenatal clinics. 

The rate for aided or complicated labours remains steadily about 16 
per cent. The stillbirth rate is 3.8 per cent, death-rate of infants in first 
ten days is 1.9 per cent. Caesarean sections constitute 0.85 per cent of the 
deliveries; the forceps rate is steadily between 3.25 per cent and 3.39 per 
cent; the surgical induction rate is 2.47 per cent (mainly owing to the prac- 
tice of one or two hospitals). 

With regard to the maternal mortality rate, Dr. Fairfield pointed out 
the difficulty of securing really comparable figures. The deaths from truly 
obstetric causes after the twenty-eighth week are presented separately. The 
total has been 292 out of 79,254 confinements; the rate has fallen by 50 per 
cent between 1931 and 1936, and is at least 20 per cent lower for 1937. 

Puerperal sepsis constituted the major problem, with 95 deaths. Sepsis 
from the hospital standpoint falls into four groups: (1) autogenous; (2) 
epidemic; (3). sporadic cases after normal labour; (4) sporadic cases after 
abnormal labour. Only the latter group now contributes to the Council’s 
death rate. 

Dr. Fairfield analysed 110 cases of eclampsia, and assessed the value of 
antenatal care in respect of this disease. Various factors contributing to 
death from ante-partum and post-partum haemorrhage were considered and 


181 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


great stress was laid on the importance of the management of the third 
stage of labour. 

The unexpected frequency of death from rupture of the uterus was con- 
sidered in relation to the subject of obstetric shock, and the rarity of pul- 
monary embolus was noted. Spinal anaesthesia for Caesarean section was 
considered in relation to deaths from anaesthetics in general, and attention 
was drawn to the safety of light and intermittent anaesthesia by Chloroform, 
or by gas and air. 

Professor Munro KErR said: Before we proceed to discuss this interest- 
ing communication we must be quite clear regarding what we are actually 
considering. We are discussing the 293 deaths from ‘‘truly obstetric causes’ 
in a series of 79,254 confinements. Excluded from the series are 19,205 
cases of abortion, with 228 deaths; and 740 cases of ectopic pregnancy with 
43 deaths. Now as the Registrar-General includes in his returns of deaths, 
directly due to pregnancy and childbirth all deaths from abortion and 
ectopic pregnancy comparison between the results in the London County 
Council Hospitals, as presented by Dr. Fairfield and those for the country 
generally cannot be made. Neither is it possible to miake comparisons be- 
tween the results in the large voluntary maternity hospitals of Edinburgh, 
Glasgow, Manchester, Liverpool, Sheffield, Newcastle and the L.C.C. 
Hospitals, because in the former anything from 20 to 45 per cent of the 
cases are non-booked and emergencies, whereas in the latter, we are in- 
formed, less than 10 per cent (9.1 per cent in point of fact) are non-booked, 
and have not attended the L.C.C. antenatal clinics. Lastly, as only a few 
lines are devoted to ‘‘deaths of women not classed to’ pregnancy and child- 
bearing’, but returned as ‘‘associated therewith’’—commonly termed 
‘‘associated causes’’—the survey boils down to deaths directly due to preg- 
nancy and childbirth with abortion and ectopic pregnancy excluded, as 
already stated. ; 

The reduction of maternal mortality in the L.C.C. hospitals has been 
much more striking in the reduction of the deaths from causes other than 
sepsis. We see the conservatism practised in the forceps rate—3.3 per cent 
of births on an average. This compares with the 2.5 per cent rates for 
East London Maternity and the City of London York Road Hospitals, 
whose all-in death-rate has been particularly low for many years. It must 
always be remembered, however, that in quoting their results the number of 
emergencies admitted is negligible. 

The death-rate from sepsis has been reduced from 2 per 1,000 in 1931, to 
1.19 in 1936. Remember, however, that deaths from abortion are not in- 
cluded, and they account for 20 per cent of the deaths from sepsis in the 
country generally. 

The figures presented for the eclamptic group may at first sight appear 
a little disappointing; but there is no cause to be unduly depressed. If you 
take the 41,430 confinements from 1934 to 1936—all of the patients having 
received antenatal care—there were 34 cases of eclampsia with six deaths. 
This, of course, is a relatively high death-rate, but not an unduly - high 
incidence when you take into consideration that 2 patients refused to co- 
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operate. Three were of the fulminating type, a particularly virulent form, 
as we all know. In my opinion the fulminating type should be immediately 
treated by Caesarean section—medical treatment gives most disappointing 
results. There is not the slightest question that the more complete the ante- 
natal care the lower is the incidence of eclampsia, and Dr. Fairfield’s figures 
prove this. 

The results for accidental haemorrhage are excellent. The same 
applies to placenta praevia. Amongst women who attended the clinics of 
the L.C.C. there was only one death from placenta praevia. Caesarean 
section in all but the simplest varieties is the ideal treatment, and it should 
be noted that in the 87 cases in which Caesarean section was performed 
there were only two deaths. Less satisfactory possibly are the results in. 
the groups including post-partum haemorrhage, retained placenta, shock 
and rupture of the uterus. Most of the fatalities from post-partum -haemor- 
rhage occurred in women gravely ill from anaemia, cardiac disease, albumin- 
uria, etc. In the last 16,000 cases there was no death from post-partum 
haemorrhage. 

Professor JAMES YOUNG congratulated Dr. Fairfield on her reports. He 
did not think it would be amiss to associate with these congratulations our 
very sincere feeling and conviction that a very large amount of this success 
has been due to her own personal interest, and the inspiration which she 
has brought to bear on it. And it would not be amiss also to state how 
strongly we feel that the London County Council, although it was faced, 
during 1930, with an extraordinarily difficult task in assuming this 
maternity responsibility; the success which has attended its efforts, has 
been dependent on the efficiency which was brought to bear on the ques- 
tion. And in this connexion we should pay a special tribute to the 
administrative genius which has been behind this effort—that of Sir 
Frederick Menzies. 

He considered the problem of sepsis to be the most important factor in 
maternal death-rate, and agreed with Dr. Fairfield that academic matters 
relating to bacteriology are of comparatively small importance as com- 
pared with the ritual and discipline which obtains in the maternity unit. 
As far as hospital practice is concerned, the carrier is the most difficult 
problem. 

Professor James Young considered toxaemia to be the second most 
important group in relation to maternal death-rate, and agreed with Pro- 
fessor Munro Kerr that the L.C.C. service is remarkably successful in safe- 
guarding against the major risks of severe fulminating toxaemia. 

Dr. W. H. F. OXLey said that as one who knew the midwifery wards 
of the hospitals before they were taken over by the L.C.C., he was sur- 
prised and pleased to hear of the extraordinary service which: has been 
created in so few years. It was gratifying to find that the mortality in 
booked cases was only 1.7 per thousand. This is the largest analysis of 
modern times and affords some useful clinical results. He would like to 
stress the value of immediate bacteriological examination in puerperal 
pyrexia, not only in the diagnosis, but in the help it gave in searching for 
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the origin of the infection. Although thorough isolation was‘ necessary in 
streptococcal cases, he was inclined to believe that careful disinfection was 
sufficient to prevent the spread in cases caused by other organisms. The 
fact that only one death had occurred from sporadic infection following 
normal labour showed that the police work by the ward sisters had been 
very good. He thought it worthy of notice that although 90 per cent of 
the L.C.C. patients received antenatal care there were still a good number 
of cases of eclampsia. He was not surprised, for in spite of the increase 
in antenatal care in the country in the last 10 years, the number of deaths 
from eclampsia had risen by 12 per cent. The attempt to reduce eclampsia 
by examination of the urine had failed, and he thought our ideas needed 


. reconsideration. He said that a considerable number of cases of orthostatic 


albuminuria (which occurs in 5 per cent of normal males) was perhaps 
wrongly diagnosed in women as toxaemic. 

Mr. ARNOLD WALKER said that the frequency with which disproportion 
is diagnosed depends very much on the observer, and it seemed to him 
that the only way of comparing one series of cases with another was to 
take the number of cases in which Caesarean section or induction of labour 
was perfornied for disproportion, and to add to them the natural deliveries 
which ended in stillbirth or infant death due to intracranial trauma. This 
was worked out for the discussion here last year for a series of 3,000 cases. 
In the present series of about 4,400 booked cases, Caesarean section had 
been performed 15 times before. or during labour for feared mechanical 
difficulty, and in five other cases in which Caesarean section had been per- 
formed elsewhere for various causes. Labour had not been induced on 
account of disproportion on any occasion. There were no cases of rachitic 
flat pelvis. No case required craniotomy on account of disproportion except 
four on account of hydrocephalus. The forceps rate for the series is about 
4 per cent, with a combined stillbirth and infant death-rate of under 12 per 
cent. The total stillbirth rate is just under 3 per cent, and the infant 
death-rate about 1.8 per cent. Amongst the booked cases there have been 
five maternal deaths. The morbidity rate is under 5 per cent, and in only 
2 cases was a haemolytic streptococcus identified. One patient died from 
anaerobic streptococcal septicaemia, which followed an ante-partum bacillus 
welchii infection, Albuminuria occurred in 4.2 per cent of cases, and in 5 
cases out of the 174 eclampsia developed. All the patients recovered and 
their subsequent history is now under investigation. 

Professor MiLes H. PHILLIPS, President of the Section, congratulated 
Dr. Fairfield, and wondered if she realized the great value of her survey to 
obstetrics. He drew attention to the great deal of work which had been 
necessary for the production of her paper. The results were remarkably 
good, and reflected great credit on those responsible for the care of these 
women. The recent fall in the death-rate from sepsis was especially im- 
portant and was no doubt due to the conscientious use of full surgical 
aseptic and antiseptic precautions during and after labour. Advantage 
should be taken of this. To give one instance: such precautions greatly 
lessened the danger of infection in manual removal of the placenta, and it 
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was his strong opinion that deaths, which Dr. Fairfield had deplored, 
might be prevented by prompt manual removal of the placenta in cases of 
third-stage bleeding when attempts at expression had failed. In hospital 
practice, with plenty of assistance at hand, this dangerous operation could 
be carried out ever so much more quickly and safely than in the private 
house, and long before the patient was depressed by excessive loss of blood. 
There were too many other problems to debate in a single evening, but 
Dr. Fairfield’s figures would particularly interest those authorities who 
advocated institutional confinements, and he hoped that other speakers 
would specially consider this aspect of the paper under discussion. He 
added that during the last 5 years in at least 5 well-known hospitals in 
which face-masks and other precautions against infection by haemolytic 
streptococci had been systematically employed, under full bacteriological 
control, there was a lower rate of streptococcal infection among those 
delivered in the hospital itself than amongst the district cases. Finally, Dr. 
Basden’s rare cases reminded us that there would always remain an irre- 
‘ducible minimum in the mortality-rate. 

Professor C. G. Lowry congratulated Dr. Fairfield on the way in which 
she had presented her paper, and said that it constituted a model of how 
these things should be done. He thought that in 50 years time no woman 
would have her baby at home if it were possible for her to go to hospital. 
At the present time, owing to frequent changes of members of hospital 
staffs, dubious practices were apt to creep in and vigilance was necessary 
to keep these dubious practices to a minimum. With regard to bacterio- 
logical investigation it was his practice to show every new house officer 
how he, Professor Lowry, wished cervical swabs to be taken. 

With regard to forceps, Professor Lowry suggested that many teachers 
over-stressed the dangers appertaining to their use, and that sometimes 
women were allowed to struggle on in labour for some hours after labour 
should be more suitably terminated. He considered that one should not 
think what can the patient stand, but what she can accomplish without 
unnecessary fatigue. 

One thing which struck him forcibly, and which he regretted, was that 
many young men would not learn from women. He learned his own mid- 
wifery from the district midwife, who was a remarkable woman—she also 
tried to save his soul! He was certain that a good midwife, a good matron, 
and a good sister in a labour ward, especially a good ward sister, were far 
better judges of a case than young medical men, and when their advice 
was objected to he thought it was very regrettable. 

Mr EarDLEy HOLtanp said his own feelings about the paper was one of 
great envy when he heard Dr. Fairfield say ‘‘we’’. It brought out the very 
important fact that the L.C.C. series of hospitals constituted a system, 
whereas the voluntary hospitals were a collection of independent units. As 
had been seen, the L.C.C. hospitals could collect figures and collate them, 
and could even carry out a standardized technique. Moreover, they could 
have big units. He had become convinced in the last two or three years 
that it was much safer in many ways for a woman to have her baby in a 
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first-class obstetric hospital than in her own home. As had already been 
said this evening, the haemolytic streptococcus was now under control; its 
sources and its rate of incidence could be controlled, and the stage was 
being approached when the major problem could be solved. It was not the 
haemolytic streptococcus, but the anaerobic streptococcus, the intrinsic in- 
fection, which was the outstanding problem, and the solution of that seemed 
as far off as ever. 

Dr. Letitia FAIRFIELD, in reply, thanked the President and other 
speakers for their very kind remarks, which were much appreciated by her, 
and would be passed on to the workers who had done so much to deserve 
them. She apologized for having had to leave out a good deal of material 
owing to lack of time, an omission which might account for some of the 
points which had been raised. 

One remark dealt with the value of team work in big hospitals and big 
services. Voluntary hospitals had it, and in the municipal hospitals there 
was the opportunity of acquiring it. She agreed that the work of the 
almoner was important; it was certainly of use in keeping antenatal clinics 
together and seeing that the service was effective, not merely totalling up 
the number of attendances, and such like work. The almoner also kept the 
single girls there and helped them. The L.C.C. hospitals’ record of 
attendance of single women was almost unique, and that was largely duc 
to the kindly tact and sympathy displayed in the service of almoners. She 
expressed her gratitude for the very kind way-in which her paper had been 
received; what had been said would, she was sure, be a great encourage- 
ment to the L.C.C. staffs, who were still working, and working well, under 
great difficulties. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY 


A meeting of the Society was held in Sheffield on Friday, October 29th, 
1937: 


The President, Dr Bripr, showed two specimens, 


(a) MALIGNANT MELANOMA OF THE VULVA, 


(b) ENDOMETRIOMA OF THE PELVIC COLON. 


Specimen A. He said: melanotic tumours of the vulva were rare and, 
therefore, worth recording. Possibly some were carcinomatous, but the 
majority appeared to be sarcomatous. 

This specimen was obtained from a patient, Mrs. A. M., aged 64, a 
widow with 3 children, all born naturally. 

He first saw her in March 1925, when she was suffering from prolapse 
of the uterus of the second degree. Operation was refused and, therefore, 
a ring pessary, measuring 2'% inches, was inserted and changed every three 
months until June 1937, when the patient complained of a small black 
lump on the upper part of the left labium majus. The house surgeon in- 
spected this, when changing the ring, and mistook it for a varix. The 
patient had had 18 years of amenorrhoea, but now commenced to have 
some discharge and bleeding and was, therefore, again referred to him, 
when he found a black ulcerated tumour around the clitoris with a large 
gland in the left groin. He was almost certain that the condition was 
malignant and admitted the patient to hospital where a small piece was 
excised from the tumour and reported to be melanotic sarcoma. 

On July 14th he excised the vulva as well as he could; the excision was 
very incomplete because the growth was encroaching on the urethral orifice. 
He also removed the large gland from the left groin. 

The specimen consisted of part of the vulva. An ovoid haemorrhagic 
growth 2 inches in length, 1% inches in width, and % inch in thickness, 
covered the clitoris and the upper and lateral portions of the vulva. 

Included with the specimen, were some glands removed from the left 
inguinal region, the largest of which measured 2 inches in its greatest 
diameter. Upon bisection this gland was seen to be wholly replaced by a 
soft haemorrhagic growth. 


Section I. Vulva, including epithelium. and growth. 

The growth was made up of various types of cells, spindle cells and 
large round cells being predominant. Golden-brown granules of melanin were 
present in the cystoplasm of the cells. 
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Section II. Gland. 

This was a section of the whole gland and showed numerous types of 
cells usually associated with this condition: melanin was also present. Some 
elements suggested an endothelial origin especially in the arrangement 
around the vessels. This case was undoubtedly one of melanotic sarcoma 
of the vulva. 

A. B. Taussig in Diseases of the Vulva, 1931, referred to the rarity of 
the condition and described some cases. 

Eardly Holland in The Journal of Obstetrics and Gynaecology of the 
British Empire, 1908, Vol. xiv, 309, gave an excellent review of the cases 
published up to that date, to which nothing could be added. 

The point he stressed was that these tumours did not usually originate 
in pigmented moles, but arose as sarcoma was accustomed to do elsewhere; 
it was frequently pigmented because of the normal rich pigmentation of the 
vulva. 

He found that of 26 patients, 19 died, in 4 the growth recurred and 
only 1 was free from recurrence at the end of 3 years. This was a striking 
testimony, he said, to the extreme malignancy of this affection. He feared 
his own patient was no exception to this rule as he had received news that 
she had died 5 weeks after her return home. 

Meyer of Berlin, had collected 37 recorded cases of this rare form of 
tumour. 

Verse, in 1909, was quoted as recording a case of malignant melanotic 
tumour of the preputium clitoridis with numerous metastases, of special 
interest as the patient survived the primary operation for 5 years. 

Discussion. Professor FLETCHER SHAW (Manchester) referred to a case he 
had seen many years previously. He excised the tumour and later removed 
the glands. The patient died within two weeks. 

Professor WILLIAM GouGH (Leeds) mentioned an exactly similar case he 
had once seen. 

Mr. J. E. Stacey (Sheffield) said he had recently seen a case of 
melanotic saracoma of the vagina. No glands were involved. The tumour 
had arisen in the pigmented area and the patient had done well under 
radium treatment. 


Specimen B. 

Dr. Bride said that this specimen was of interest on account of the rarity 
of endometrioma in this situation apart from any apparent endometriosis 
of the genital organs. 

Mrs. M. L. L., aged 32, consulted him in July 1937, complaining of 
dysmenorrhoea, chiefly premenstrual in type for the past 10 years, the pain 
beginning prior to the onset of menstruation in the lower abdomen and 
chiefly in the left iliac fossa. 

Menstruation commenced at 14 years, was regular every 28 days and 
lasted 5 days with excessive loss and clots. 

The patient had been married 10 years, but had had no pregnancies. She 
had not suffered from dyspareunia. The dysmenorrhoea had been such that 


188 














REPORTS OF SOCIETIES 


the patient was incapacitated for work each month. The bowels had been 
very constipated. Dilatation and curettage were carried out 7 years 
previously and gave relief for about 3 years. 

Abdominal examination revealed slight tenderness in the lift iliac fossa. 
On bimanual examination the uterus was felt anteflexed and normal in size. 
A mass was felt to the left of the uterus, which he thought to be a 
moderately large cyst of the ovary, probably an endometrioma of the ovary. 

On August 23rd he opened the abdomen and found the left ovary 
slightly cystic and also a small fimbrial cyst. However, the bulk of the 
mass was due to a definite constriction of the pelvic colon at the level of 
the broad ligament. Palpation of this constricted area gave the im- 
pression of carcinoma. He removed the left Fallopian tube and ovary, and 
on September 13th had a barium meal administered, the result of which 
was negative. On September 15th his colleague at St. Mary’s Hospital, 
Manchester, Mr. Holt, carried out a sigmoidoscopy, which showed no 
abnormality. He was so satisfied, however, as to the existence of a growth 
in the bowel that he asked Mr. Holt to explore and he removed the speci- 
men, by the first stage of the Mickulicz and Paul method. The patient 
had since had the remaining stages of the operation concluded and had done 
well. 

The Specimen. . The specimen consisted of 6 inches of the descending 
colon. One part of this showed a constricted portion about 1 inch in 
diameter indurated and having the consistence of cartilage. The intestinal 
wall in the vicinity of this constriction was hypertrophied to a quarter of 
an inch. The constriction was not in any way annular but was localized 
to one part of the wall. The intestinal wall, apart from the affected 
portion appeared normal. A piece had been removed from the growth for 
histological examination and had somewhat interfered with the naked-eye 
appearance. The section included all layers of the intestinal wall. 

Histology. The wall of the bowel was considerably hypertrophied and 
showed marked invasion by endometrial elements, i.e. glands and stroma, 
with haemorrhage into the stroma. These glandular elements had not the 
appearance of the mucosa. 

Other sections taken above and below the main growth also showed 
endometrial invasion to a lesser degree, and undoubtedly the condition 
was endometriomatous. 

Dr. Bride said it was the experience of all that with genital endo- 
metriosis, implantations on the surrounding organs were usual. Here, 
however, the endometrial invasion appeared limited to the gut. ‘‘An 
Endometrioma of the Colon’’, by F Oehlecker, was to be found in the 
Review of Current Literature of The Journal of Obstetrics and Gynaecology 
of the British Empire, 1933, xl, 723, where again the first diagnosis was 
carcinoma of the colon. 

Discussion. Professor WILLIAM GOUGH (Leeds) mentioned a case in 
which he had removed the tumour by an end-to-end anastomosis. He had 
been staggered to find that the section showed an endometrioma and not a 
malignant condition. 
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Mr. B. L. JEAFFRESON (Leeds) had seen a similar case in which he had 
removed the ovaries after separating the adhesions. 

Professor MILEs H. PHILLIps (Sheffield) had once made a diagnosis ot 
endometrioma of the recto-vaginal space, but on opening the abdomen had 
found what he thought was a ring carcinoma. He removed the ovary, and 
three weeks later excised the gut. 

Mr. Gtyn Davies (Sheffield) had seen a case in which the growth 
actually proved to be carcinomatous; but in his case the growth was not 
near the site of the endometriomatous infiltration. 

Dr. Bride (Manchester) said that it was curious that these cases showed 
none of the symptoms of carcinoma. 


Dr. D. C. Racker (Manchester) described a case of 


SUPERFOETATION. 


Dr. Racker said that although he made no claim whatsoever to this 
being a genuine case of superfoetation, he thought that there were some 
rather unusual features about it, which would be of interest and that they 
might provoke some interesting comments. 

The notes were as follows:—M. M. a primigravida, aged 36, was first 
seen at the antenatal clinic in May 1937; she was subsequently seen at the 
clinic. Her confinement was due early in August. Her last period was at 
the beginning of November, the exact date of which she could not remem-. 
ber. The. pregnancy appeared to be normal, except that the abdomen was 
rather large. She was admitted to hospital on July 26th in labour, and 
seven hours later delivered herself of a living female child, weighing 51% 
pounds. Although small, this child showed only slight signs of prematurity. 
Shortly afterwards two other foetfis were born in quick succession, causing 
much consternation in the labour ward. 

He was called to the ward and found that the two foetfis, which he was 
showing, were lying in the bed and moving feebly. Two small placentae 
quickly followed, joined together by membranes and the larger placenta 
belonging to the first baby followed just after them, but appeared to 
separate. There were some small infracts in all three placentae, but other- 
wise they appeared healthy. The first baby was well and healthy, but the 
two he was showing had been rather ill-treated during their few months of 
preservation, and: he was afraid that the placentae were unfortunately lost. 
There was no history of twins on either side of the family, and the woman 
admitted intercourse with her husband up to March, when he unfortunately 
died. The foetfis measured 29 cms. and 28 cms. respectively in length, and 
weighed just under 1 pound each. He imagined that this was probably a 
case of triplets, in which one foetfis had grown at the expense of the other 
two. It seemed of interest, however, that they were apparently alive at 
birth and showed no signs of maceration. 

Meyer had said that superfoetation in the human being was impossible. 
Studdiford in America had also said the same and claimed that no genuine 
case could be found in the literature. 
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These seemed very sweeping statements, however, and from reading some 
of the reports of cases, it would appear that enough evidence had been 
produced at least to keep an open mind on the matter. 

It was well known that menstruation could occur during the first three 
months of pregnancy, and there seemed no reason for us to assume that 
this was anovular in character, though, of course, it might be. If, however, 
ovulation was occurring before the chorio-decidual space was obliterated, 
there seemed to be no theoretical reason why a hardy and determined 
spermotozoon should not reach its goal, even though the uterine end of the 
Fallopian tubes were partially plugged. Studdiford thought the following 
criteria should be fulfilled to prove a genuine case, ‘‘the pregnant woman 
must produce two or more foetfis of widely differing size and development. 
If the smaller is born dead, it and its placenta must be examined micro- 
scopically and proved to be healthy; if living, then it should be X-rayed to 
examine the centres of ossification.”’ 

He was afraid that these foetfis had not been X-rayed, but otherwise 
the criteria were fulfilled. He had read, however, of other cases in which 
they were fulfilled more satisfactorily, and if these were the only criteria, 
then he did not think it could be said dogmatically that superfoetation was 
impossible. 

Discussion. The President, Dr. BRIDE, said that he could remember 
only one case resembling Dr. Racker’s, and that was a foetus papyraceous. 

Professor WILLIAM GouGH (Leeds) said he had never seen a case of true 
menstruation during the first three months of pregnancy. 

Professor FLETCHER SHAW (Manchester) mentioned a pre-war case which 
had received wide publicity in the newspapers, in which a woman had a 
full-time baby ‘and three months later had another full-time baby. 

Professor Mites PuiLiips (Sheffield) thought an angular pregnancy 
would make superfoetation more likely. 

Mr. B. L. JEAFFRESON (Leeds) said that all authorities were of opinion 
that ovulation ceased during pregnancy, and, in such an event, superfoeta- 
tion was impossible. 

J. E. Stacey (Sheffield) said that he has reported a case in which he 
had removed a small ectopic pregnancy from a patient who at the time had 
an intra-uterine pregnancy of 18 weeks. She was subsequently delivered of 
a full-time baby. 


Dr. E. A. GERRARD (Manchester) showed a case, 


CULLEN’S SIGN IN A CASE OF ANTE-PARTUM RUPTURE OF A CAESAREAN 
SECTION SCAR. 


He said the patient was pregnant for the second time and aged 33; her 
pregnancy had advanced to the thirty-seventh week. Three years previously 
she had been delivered by upper segment Caesarean section after an ex- 
tended trial labour. The child which weighed 8 pounds was stillborn and 
the puerperium was morbid, though not grossly so. 
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Her present pregnancy had been uneventful up to the thirty-sixth week, 
when she had begun to experience a feeling of aching pain in the lower 
abdomen. 

Two days previous to his seeing her at the Withington Hospital’s ante- 
natal clinic, she had had an attack of acute cutting pain which lasted for 
about four hours. Shortly afterwards she noticed a reddish stain at the 
umbilicus. There had been no vomiting and as she walked into the clinic 
for her fortnightly antenatal examination, her only complaint was of a 
feeling of slight soreness. 

On examination her general condition was found to be excellent, the 
temperature normal, the pulse-rate 88, the blood-pressure 110/70; the 
urine was clear. Inspection of the abdomen revealed a swelling of a size 
corresponding to the period of amenorrhoea. An operation scar was present, 
commencing in the mid line 2 inches above the umbilicus, skirting that 
structure on the left side and extending downwards again in the mid line 
for a further 6 inches. The umbilicus was the site of a reddish purple stain 
which was about the size of a shilling. 

On palpation the presentation was found.to be left sacro-anterior. Just 
below and to the right of the umbilicus the uterus exhibited a small area 
of tenderness. The pelvic measurements were interspinous 9% inches, 
intercristal 10% inches, diagonal conjugate 4% inches, with a low pubic 
arch. The foetal heart sounds were good. 

Despite the excellence of the patient’s condition, the presence of Cullen’s 
sign was deemed to indicate the occurrence of intraperitoneal haemorrhage 
and a diagnosis of a ruptured Caesarean scar was made. 

The abdomen was opened through a right paramedian incision. On 
retraction of the recti peritoneum in the umbilical region was seen to 
be infiltrated with blood. Incision of this structure revealed no free blood 
in the peritoneal cavity but a clot of blood about 2 inches in length and 
1 inch in breadth was found attached to the old uterine scar. 
The clot was removed exposing a tear about 1 inch long, which 
had fortunately been effectively plugged by the placenta which was 
lying immediately beneath it. The .site of the rupture was extended 
upwards and downwards with scissors, and the child, which weighed 
7% pounds, was removed. It breathed a moment or two later. There was 
profuse haemorrhage as is customary in cases in which the placenta is 
implanted anteriorly, but the uterus retracted well after removal of the 
placenta and an injection of pituitrin and ergometrine. The old scar which 
was found to be very thin, was excised and the uterus was sutured in 
layers according to the technique of Blair Bell. ~ 

Dr. Gerrard said the case seemed worthy of reporting in view of the 
presence of Cullen’s sign. This sign, namely the appearance of a dark 
stain at the umbilicus, had been noted by a number of observers since 
Cullen first described it in The American Journal of Obstet-ics in 1918. It 
had usually been found in cases of ruptured ectopic gestation, and as far 
as he was aware, it had not previously been reported in circumstances such 
as these. Its occurrence was actually quite rare, and he, himself, had not 
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encountered it previously, though he once operated on a case of tubal 
abortion, in which a similar staining was apparent over the sac of an in- 
guinal hernia. In view of the rarity of the sign there had been a certain 
amount of speculation as to its mode of production. 

One of the members of the society, Frank Stabler, discussed the 
problem in the British Medical Journal in 1934. He suggested that for it 
to occur there must be a breech of continuity of the endothelium of the 
parietal peritoneal, through which ecchymosis occurred into the subcu- 
taneous tissues. 

He considered that the umbilical scar was a point at which such a 
breech was most likely to occur, and that infrequency of the sign indicated 
that it was associated with some unusual anatomical feature. 

Dr. Gerrard said that in his case, he was inclined to think that there 
must have been damage to the peritoneum at the time of rupture of the 
uterine scar. Furthermore, a blood-clot was lying just underneath. 

A second feature of the case worth noting was the fact that the placenta 
was found to be attached to the anterior wall of the uterus. There seemed 
little doubt that this circumstance predisposed to rupture of the scar as 
was pointed out to the Society some years go by Mr. St. George Wilson. 
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Discussion. The President said he had never seen a case showing 
Cullen’s sign, but he thought it had been extremely helpful in this instance. 

Professor WILLIAM GouGH, and Mr. W. D. GaLtLoway (Holmesforth) had 
each seen a case. 

Professor MILES PHILLIPS mentioned a case in which the sign was 
present but there was no haemorrhage. 

In reply, Dr. Gerrard said it was fortunate the sign was present, other- 
wise the case would not have been operated on. 


Dr. E. A. GERRARD (Manchester) read a report of 


A CASE OF FULL-TIME EEcTOPIC PREGNANCY. 


Dr. Gerrard said that Mrs. D., who had one child and was aged 33, was 
admitted to St. Mary’s Hospital in February of this year. She was 10 
days over her time and had not felt any foetal movements for 3 weeks, She 
had had intermittent abdominal pain and slight vaginal hoemorrhage for 
several days. 

She had had one child four years previously, weighing 834 pounds; the 
child had been delivered by the forceps. She stated that she had had 
several attacks of abdominal pain during the early weeks of the present 
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pregnancy, but they had passed off and she had been fairly well until 
recently, when the pain had reappeared in the back and on the right side. 
During the last few days she had not felt at all well and had vomited on 
several occasions. 

On examination it was noted that the patient was rather irritable, her 
tongue was dirty and she had a somewhat toxic appearance. Her pulse-rate 
was 84, blood-pressure 126/92; the urine was clear. The abdomen was 
found to be enlarged to the size of a full-time pregnancy. It was rather 
tender on palpation, particularly on the right side. The child was 
presenting by the vertex, but it was not possible to palpate any foetal 
limbs. Foetal heart-sounds were not present. 

A diagnosis of post-maturity with death of the foetus and _ slight 
accidental haemorrhage was made and it was decided to attempt induction 
of labour by medicinal means. She was given castor oil, quinine and 
pitocin, but, except for the complaint of a few pains, there were no signs of 
labour. He therefore asked the senior resident to rupture the membranes. 
The senior resident telephoned him later in the day to say that he had 
been unable to do this without giving the patient an anaesthetic owing 
to the tightness of the cervix, and even under anaesthesia he had had 
considerable difficulty. He described the cervix as feeling as though the 
patient was not pregnant. He had, however, been able to pass dilators and 
eventually the membranes had been ruptured. His description aroused the 
suspicion in Mr. Gerrard’s mind that they were possibly dealing with a 
full-time ectopic pregnancy, and this suspicion was further strengthened 
when he had seen her again and made a vaginal examination. He also 
questioned her about the pain she had complained of in the early days of 
pregnancy. She said that it had been spasmodic in type and that she had 
also had slight bleeding. She mentioned the fact that she had on two 
occasions fainted after intercourse. The diagnosis now seemed clear and it 
was decided to open the abdomen. Gas and oxygen were administered 
and a right paramedian incision was made. The child was found to be 
lying in a sac which consisted partly of thinned-out uterine muscle and 
partly of broad ligament. The uterus itself formed the left wall of the 
sac. The sac was incised; a full-time macerated foetus and the placenta 
were removed. The latter, which was lying somewhat posteriorly, was 
about 9 inches in diameter, 2 inches in thickness at its mid point, thinning 
off rapidly towards the edges. Exploring in the depths of the sac on the 
inner side, an opening was found, through which one could pass a finger 
into the upper part of the cervical canal. The uterus was enlarged to the 
size of a three-and-a-half months pregnancy. 

It was found possible to remove about two-thirds of the sac to which, 
fortunately, there were no adhesions from the bowel. They were, however, 
still left with a cavity into which there was a fair amount of oozing. He 
decided that it would be necessary to pack the cavity, and that it would 
be possible to utilize its communication with the cervix for the purpose of 
later removing the gauze. A drainage tube was therefore inserted into the 
vagina and the end of the gauze passed through the tube. The sac was now 
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closed and the peritoneal cavity which had been rather badly soiled was 
carefully mopped out. 

The abdomen was sutured in layers, two drainage tubes being inserted, 
one through a stab on the right side and the other at the lower end of the 
incision. The patient’s condition was rather poor at the end of the opera- 
tion, but it improved after the intravenous infusion of saline, application 
of heat and repeated injections of coramine. 

Her convalescence was of the type usually described as stormy, but she 
eventually made a good recovery and left the hospital on the thirty-second 
day. 

There seemed to him to be two possibilities with regard to this ectopic 
gestation: (1) That the pregnancy was originally tubal and of the inter- 
stitial type. (2) That it was a case of pregnancy arising in an accessory 
horn. 

It must, he thought, have been either one or the other, as part of the 
sac was composed of uterine muscle. Whichever it was, a rupture into the 
tight broad ligament had undoubtedly occurred early in pregnancy. In 
view of the communication found between the sac and the cervix, he was 
inclined to think that the latter explanation was probably the correct one. 
It was just possible, however, that it was in the nature of a false passage 
produced by the cervical dilators. 

Discussion. The President, Dr. Bripg, said that, remarkably enough 
quite a number of cases had recently been shown to the society. 

Mr. B. L. JEAFFRESON (Leeds) thought the interesting point in the 
diagnosis of these cases was the smallness of the cervix. 


M. P. Macpas (Liverpool) read a paper on 
FAMILIAL INFLUENCES AND MATERNAL MORTALITY AND MorpBIpItTy. 


He said that to illustrate how the course of pregnancy and labour might 
be modified unfavourably by abnormal familial traits, the following family 
histories would be described and discussed. 

Family I. The fraternity numbered four sisters. The obstetric history 
of the eldest sister was as follows, her first child was born prematurely, 
but survived; its birth weight was 3 pounds. The second child was still- 
born at the sixth month; the third child was stillborn at term, the preg- 
nancy being complicated by albuminuria; the fourth pregnancy ended in 
abortion; the fifth child was stillborn as a result of albuminuria. Two 
months after the fifth pregnancy the patient still manifested hypertension 
and slight albuminuria; the non-protein nitrogen was 40 mgms. per cent. 

The youngest sister had albuminuria in her first and only pregnancy, 
a living child, weighing 3 pounds, being born at the thirty-sixth week. A 
third sister had three healthy children, the fourth is unmarried. 

Family II. The fraternity numbered six. One sister had first aborted 
at the fifth month; her second pregnancy had ended in fatal eclampsia. 
An elder sister had had five children, two of whom were stillborn; she 
had died suddenly of accidental haemorrhage in her sixth labour. Another 
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unmarried sister had suddenly died of a stroke at the age of 26, another 
unmarried sister had been confined to bed with Bright’s disease at the age 
of 24; the only brother had died of cardiac disease at the age of 26; the 
sixth sister had had one normal pregnancy and labour. 

The mother’s brother and sister had both died very suddenly of strokes 
at the ages of 55 and 53 respectively. 

Family III. He had been able to collect data regarding only two 
members of this family. One sister, aged 37, had died suddenly, and 
undelivered, of the most fulminating accidental haemorrhage which he had 
ever seen. She was almost moribund within an hour of the first pain. She 
had had six children previously, her general condition deteriorating with 
each one. She had been a confirmed alcoholic and had repeatedly given 
the Health Authorities trouble through neglect of her children. It seemed 
reasonable at the time to attribute the accidental haemorrhage entirely to 
the combined factors of parity, alcoholism and malnutrition. 

Two years later, however, her sister had come under his care. In this 
case there was no history of alcoholism. She had had one child aged 
eight. Her second pregnancy had ended in a premature stillbirth com- 
plicated by what was then regarded as a primary toxaemia. During the 
puerperium she developed ophthalmia and one eye had to be removed; 
after this he lost sight of her for one year. She then again came under 
his care when nine weeks pregnant. The urine was loaded with albumin, 
the blood-pressure was raised, the non-protein nitrogen was 50 mgms per 
cent. She was admitted to hospital but the albuminuria increased and 
blood-pressure continued to rise; Mr. Hamilton accordingly performed an 
abdominal hysterectomy and sterilization under local anaesthesia. After 
the operation she sank into a drowsy state, the non-protein nitrogen rose 
to 200 mgms per cent and she died, ro days after the operation, of uraemic- 
coma. 

Mr. Matpas said the familial nature of some cases of cardio-renal disease 
was well known, and cases such as the foregoing showed how the strain 
of pregnancy might be the factor determining the manifestation of the 
disease. It was likely that investigation of the family history of all cases 
of toxaemia in pregnancy would reveal many similar cases. The question 
had an important bearing on our views of the aetiology of toxaemia of 
pregnancy. In many of the individual cases the albuminuria, oedema and 
hypertension gave a clinical picture indistinguishable from a true primary 
pregnancy toxaemia, which in effect was regarded as the true diagnosis 
until the further facts regarding the family histories were ascertained. The 
fact that in Family I, the married sisters of the fraternity were affected 
by cardio-renal lesions was additional confirmation of the view that the 
toxaemia was neither solely, nor primarily, due to the pregnancy, and would 
lend support to that view of pregnancy toxaemia which regarded it as a 
variety of cardio-renal failure modified by the special conditions of preg- 
nancy. 

The next family history, Family IV, presented a more complex problem. 
The fraternity numbered six sisters. The first to come under his care was 
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the mother of five children, aged 45. She gave a history of post-partum 
haemorrhage in every labour, the haemorrhage increasing with each labour, 
proving nearly fatal in the fifth. He saw her at the tenth week of the 
sixth pregnancy. She was very pale, puffy and dyspnoeic. Surprisingly, 
her blood-count revealed only a mild secondary anaemia. The physician 
to whom he referred her considered the case to be one of a typical thyroid 
dystrophy. In view of the history and her poor general condition, a thera- 
peutic abortion was performed. She suddenly died three weeks later from 
either an embolism or acute cardiac failure. She had three children, two 
boys and one girl. One boy was healthy, the other had died suddenly 
six hours after the removal of the appendix one year ago. The daughter 
was an undersized, pale and prematurely aged girl. He performed three 
Caesarean sections for her on account of disproportion. After the third 
operation she collapsed suddenly and unexpectedly, and on the third day a 
blood transfusion was necessary. There was no evident cause for the 
collapse; there had been no undue blood loss. Fortunately she recovered. 

Turning now to the five sisters of the first patient, the youngest of them 
had been under his care. Her first pregnancy ended in stillborn twins, 
her second pregnancy was normal. A second sister, aged 35, had had four 
normal children but was very pale, breathless and prematurely aged. A 
third sister had died of carcinoma cervicis. A fourth sister presented 
marked anaemia. The fifth and eldest sister had chronic myocarditis and 
her midwife told him that she had severe post-partum haemorrhage after 
each of her nine children. Fortunately she has now passed the meno- 
pause. 

The characteristics of the whole family were the combination of a high 
degree of fertility with a tendency to anaemia and cardiovascular disease, 
constituting poor medical and obstetrical risks. 

The last family was that of a patient aged 28. Her first child was 
normal; the second pregnancy ended in a premature stillbirth by reason 
of an accidental haemorrhage at the twenty-eighth week. Her one sister 
was mentally defective and died unmarried at the age of 28 of paralysis. 
One brother died at the age of 28 of a similar complaint. The fourth 
brother was healthy. Besides these four children the mother of the 
fraternity had had two abortions. Both the mother and father were 
prematurely aged. 

No attempt had been made to investigate the familial factor in regard 
to dystocia although cases suggesting some such influence were not in- 
frequent. It was, however, so difficult to assess the réle of chance in cases 
of dystocia that a more extended investigation than had been possible 
would be necessary. He had confined his paper to a description to those 
cases encountered recently in one small obstetrical clinic in a small and 
self-contained town, in which most of the families were known to a few 
doctors and midwives. The material afforded by this clinic had also been 
largely used for previous investigations into the problems of the incidence 
of foetal malformations and recurrent abortion respectively, and it had 
been a very striking fact that in all three inquiries the same families had 
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kept cropping up. Such an observation only confirmed a statement of 
Karl Pearson’s in which he said, ‘“‘When I began to collect pedigrees of 
anomalies, albinism, polydactyly, harelip and cleft palate and so forth, 
I was surprised to find that such pedigrees ran into each other, and, 
besides, that in them the imbecile, the epileptic and mentally defectives 
also appeared in large numbers.’’ To some extent that section of the 
population which constituted what those interested in mental defect term 
the ‘“‘social problem group,’’ also constituted an ‘‘obstetric problem group.”’ 
No very exact figures bearing on the point were available. It seemed, 
however, likely that a major part of what might be termed ‘‘public health 
obstetrics’’ was derived from a relatively small section of the population. 
It was the experience of most obstetricians that a disproportionate amount 
of their work came from definite areas and was not spread evenly over 
the whole of the area. in which they practised, even after making allow- 
ances for economic and personal variations. He had personal experience 
of two towns similar in size and economic status. In the one situated near 
the docks the population had never been settled, the inhabitants being 
preponderatingly first or second generation immigrants from other parts 
attracted by the succession of booms in shipping. From an obstetrical 
point of view the population was a good one, the maternal mortality rate 
remained low, usually under 2.5 ‘per 1,000 and the amount of reparative 
gynaecological work was light. 

. The population of the other town, situated within 20 miles of the first, 
and made up originally of similar industrial immigrants from other areas 
had always been dependent on settled or more permanent industries, and 
had not been greatly modified by the influx of outside stock for at least 
a generation, The incidence of obstetrical complication, mainly dystocia 
and accidental haemorrhage, was high, a great deal of care was needed to 
keep the maternal mortality rate down to reasonable figures, and the 
amount of gynaecological reparative work was high. 

It might be that this interpretation of the difference between the two 
towns was wrong. There was, however, no doubt about the existence of 
such differences as he had described. 

Discussion. The President, Dr. BRIDE, congratulated Mr. Malpas on 
his work. He thought the matter was largely a social problem. 

Mr. Mies Pui.utps (Sheffield) believed that intermarriage in such com- 
munities was an important factor. 

Mr. J. E. Stacey (Sheffield) in the course of his remarks referred to the 
importance of the familial factor in many diseases. 

Dr. J. W. CLancy (Sheffield) said that in the course of his work he had 
had much experience of maternal morbidity occurring in members of the 
same family. 

Mr. Giyn Davies (Sheffield) said that the matter could not be inves- 
tigated thoroughly unless in conjunction with competent geneticists. In 
his opinion it was an excellent case for setting up Chairs of Medical Genetics 
at the various Universities. 
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THE EDINBURGH OBSTETRICAL SOCIETY 


At a meeting of the Edinburgh Obstetrical Society, held on Novem- 
ber roth, 1937, the President, Dr. DouGLas MILLER, after a survey of the 
work of the Society during the past two years, delivered his valedictory 
address on 


A SHORT RECORD OF THE EDINBURGH ROYAL MATERNITY AND SIMPSON 


MEMORIAL HOSPITAL. 


Dr. Miller at the outset referred to a minute of the Edinburgh Royal 
Infirmary of October 1755, in which Dr. Thomas Young, who might be 
regarded as the founder of the obstetrical school in Edinburgh, was given 
permission to furnish a ward of six beds at his own expense and to use it 
for the care of lying-in women and for the clinical instruction of students 
and midwives. This was probably the earliest record of the institutional 
care of lying-in women in Scotland. 

In 1791 the Edinburgh Lying-in Hospital, which could accommodate 
about 20 patients, was founded, largely through the personal exertions 
and private financial support of Dr. Alexander Hamilton, who succeeded 
Dr. Young in the Chair of Obstetrics in 1780. This remained the Edin- 
burgh Maternity Hospital until 1839 when, on the death of Dr. James 
Hamilton, who had succeeded his father in 1800, the hospital premises were 
sold, During the following 40 years the hospital occupied various sites, 
and it was not until 1879 that, helped by a generous donation from the 
National Fund established to perpetuate the memory of Sir James Young 
Simpson, the present hospital was built and dedicated to the memory of 
the great physician whose name it bears. 

The present century had seen a remarkable expansion in all aspects of 
the hospital’s work, together with the development of numerous activities. 
Dr. Miller reviewed these briefly, referring in particular to the endow- 
ment in 1901 of a bed to be reserved for the treatment of disease of 
pregnancy, one of the earliest provisions for antenatal treatment to be 
made in any maternity hospital, and the beginning of what was to develop 
throughout the world into the great science of antenatal care. In this 
connexion the Obstetrical Society recalled with pride the name of J. W. 
Ballantyne who, a decade before the phrase ‘‘ preventive medicine ’’ was 
coined, urged the importance of its application in obstetric practice. The 
antenatal department was created by Ballantyne, and during the 24 years 
of his association with the hospital he was its faithful and devoted director. 
It was his insistent and eloquent advocacy of the claims of expectant 
motherhood which led to the establishment and rapid growth of antenatal 
services throughout the world. 

Another activity of the hospital, outside its routine work, which called 
for special mention was the Home for Unmarried Mothers, which was first 
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established as St. Luke’s Home in Graham Street in 1899 and which was 
transferred in 1905 to Lauriston Park in close proximity to the hospital. 
In 1934 the Home, which had hitherto been maintained by public sub- 
scription, was generously endowed as a memorial to Dr. Haig Ferguson, 
who for 30-years had filled the réle not only of beloved physician, but of 
guide, philosopher and friend to countless women in distress. 

Apart from these special services, the steady increase year by year in 
the number of patients who had sought asylum in the hospital in the hour 
of Nature’s danger was the best proof of the increasingly important part 
which it had come to play in the service of the community. That the 
hospital had justified the confidence which the public had imposed in it 
was made clear by the progressive fall in maternal mortality from the 
extreme of 35 deaths per 1,000 for the decade 1880 to 1890 to 11 per 1,000 
for 1936, and that despite an ever-increasing number of emergency, as dis- 
tinct from booked, cases and the risks which over-crowded delivery rooms 
and lying-in wards entailed. 

As early as 1909 the directors, impressed by the increasing popularity of 
the hospital and the demands on its services, intimated in their annual 
report that they proposed to make an appeal with a view to raising a 
sufficient sum of money to enable them to build and equip a new hospital 
which could adequately meet all modern requirements. It was not, how- 
ever, till 1926, after a series of conferences of various public bodies had 
been held, that the managers of the Edinburgh Royal Infirmary submitted 
a proposal to the directors of the Maternity Hospital for the construction 
of a new hospital on the site of George Watson’s College, and agreed that 
it should have associated with it in perpetuity the name ‘‘ Simpson 
Memorial.’’ 

After close on a century and a half the Royal Infirmary was again to 
include the care of parturient women among its manifold beneficent 
activities, and we should at length see the fulfilment not only of our own 
long-deferred hopes, but also of the aspiration expressed in a resolution 
of our Society 68 years.ago. Dr. Miller expressed his firm belief that in 
virtue not only of its site, of its general construction and equipment, of its 
joint possession of the great resources of the Royal Infirmary, but also, and 
not least, of the tradition associated ,with the great name it bears, the 
Simpson Memorial Pavilion would’ for many years rank among the finest 
maternity hospitals in the world. - 

At the conclusion of his address Dr. Miller invited Professor James 
Hendry, his successor in office, to take the presidential chair. 
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The Royal Academy of Medicine in Ireland. 


A meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, Novem- 
ber 12th, 1937, the President, Dr. J. S. Quin, was in the Chair. 


Dr. BETHEL SOLoMons showed a specimen of 
A UTERUS FROM A CASE OF RHEUMATISM. 


The patient was 40 years of age and had 7 children. For some years she 
had been treated for rheumatoid arthritis without any improvement. All 
possible general causes had been investigated and several forms of treatment 
tried without avail, 

She was then referred to him at Dr. Steevens Hospital, as it was 
thought that the uterus or adnexa might be the focus of infection. She had 
some, but not much, leucorrhoea, menstruation was profuse. In thinking 
about hysterectomy the cervix was considered as a possible source of 
sepsis, but it did not appear involved; total hysterectomy with double 
‘salpingo-odphorectomy was, therefore, decided on. The uterus was large 
and soft, and there was slight fibrosis of the myometrium, especially around 
the blood-vessels. In other words, there was little pathological about the 
uterus, The arthritis cleared up and the woman has been free from symp- 
toms since the operation. 

Dr. Solomons warned his hearers against claiming hysterectomy as the 
treatment of rheumatoid arthritis, but he said there must be a few rare 
instances, such as the one reported, in which the operation is indicated. 


Discussion. The PRESIDENT said that the question of the aetiology of 
rheumatism was not one into which a section of obstetrics could enter 
very deeply. Every conceivable cause had been demonstrated and sug- 
gested in this very disabling disease. The crippling character and the 
chronic nature of the complaint were very distressing, and rendered many 
otherwise perfectly healthy people quite incapable of work. He asked if 
in this particular case any bacteriological investigation had been done on 
either the vaginal or the uterine discharges. Was there a history of any 
uterine infection at any of the patient’s confinements? As rheumatism 
was generally associated with a streptococcus of some kind or other, it 
would be interesting to know if there had been any suggestion of any 
streptococcal infection, either at any of the patient’s confinements or before 
the hysterectomy. He wondered if total hysterectomy was wise in this 
case, because the cervix was usually the infecting agent in these cases. 
He wondered if a high amputation of the cervix would not have had as 
good an effect. 
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Dr. R. E. TorreNHamM said that this was a very interesting case. It 
suggested that the cure had been effective by the removal of a septic focus. 
There was, he thought, one other possible explanation. The removal of 
the uterus was almost certain to affect the internal secretions in one way 
or other. As rheumatism was more or less a disease of middle and old age, 
it was quite possible that the removal of the ductless glands might have 
had some beneficial effect in this case. 

Dr. J. C. FLoop said that a very good result, whether post hoc or 
propter hoc, had certainly been obtained in this case. Rheumatism was 
constantly met with in surgical cases as well as in medical cases. He agreed 
with the President that in this case a high amputation of the cervix might 
have been tried before hysterectomy. In his opinion, so long as one got 
free drainage in the cervix or uterus it was not very necessary to operate, 
but if operation had been necessary (as he was sure it was in this case) 
he would have tried the lesser procedure first. He was a very wise man 
who would say exactly what the endocrine disturbances were, but there 
was a definite entity, namely menopausal arthritis, and this was the only 
form of rheumatoid arthritis which was not progressive, and it was evidently 
due to some endocrine disturbance. He would say it was a metabolic 
arthritis, although this was a misuse of the term. 

Dr. R. M. Corset said that he congratulated Dr. Solomons on the 
excellent result which had been obtained in this case. 

With regard to the question of operation, in this type of patient, when 
every other possible source of infection had been eliminated, one had to 
take the risk of operation. If operation failed to cure the patient, then 
one would be told that operation was unnecessary. 

He did not think that amputation of the cervix alone would be justi- 
fiable, as all the source of infection might not be removed, and, if the 
patient’s rheumatism were not cured, it would be difficult to justify to the 
patient a further operation for removal of the rest of the uterus. 

Dr. Bethel Solomons, in reply, said a compl te bacteriological examina- 
tion had_been made. The cervix was not involved beyond the patulousness 
of multiparity. There had been no sepsis in any confinement. She had a 
large family. He did not know how hysterectomy cured the arthritic con- 
dition, but it seemed to do so in this instance. It was difficult to know 
whether it was due to the removal of a septic focus or, as Dr. Tottenham 
had suggested, to some factor in the system of ductless glands being 
affected. 


Dr. ALEX SpaIN showed a specimen of 
AN OVARIAN FIBROMA, 


The patient was 55 years of age, strong and active. The cause of her 
seeking medical advice was retention of urine. A large, hard tumour was 
found on vaginal examination to be impacted in the pelvis, the cervix 
uteri was drawn up behind the symphysis pubis, as in a case of retroverted 
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gravid uterus. At operation, free fluid was found in the abdomen, and the 
tumour was noted to be a solid ovarian one. The uterus contained a few 
hard nodules and the other ovary was normal, 

As it was feared that the tumour might be malignant and as the patient 
was 55 years of age he had no hesitation in making a clean sweep of tumour 
uterus and adnexa. 

Dr. Spain referred to the difficulty the operator was in when he found 
a solid tumour of the ovary. He considered that in a woman who had 
passed the menopause one should have no hesitation in removing the uterus 
and adnexa complete, but that in a younger woman, in the absence of 
involvement of the second ovary or of any other sign of malignancy, that 
one would be justified in simple removal of the tumour and deciding any 
subsequent course of action as soon as one had a report on the specimen. 

Professor W. R. O’FarRELL demonstrated the pathological specimen, 

The right ovary contains a large tumour about the size of an ostrich’s 
egg, weighing 1 kilogram. On section it measures 11.5 cm. and is solid. 
It is surrounded by a fairly well marked capsule. The ovary forms a 
cresentic cap on the side of the tumour, The tumour is composed of fibrous 
tissue of adult type, with rather numerous blood-vessels. The depth of the 
tumour shows some necrosis and myxomatous degeneration. The areas of 
necrosis are distal to the blood-vessels. Sections stained by thiazin red show 
the cells to be of a fibrous nature. — 


Discussion. Dr. G. C. DocKERay said that he had seen two cases of 
fibroma of the ovary, but neither of the specimens was as large as this one. 
One of them was a fibroma in the wall of a cyst, a sero-cystoma, and was 
about the same shape as a placenta, but only about two inches in diameter. 
It was undergoing hyaline degeneration. It was necessary to differentiate 
between these cases and cases of xantho-fibroma and Loffler Priestman 
tumours, He asked how much fluid had been found in the abdomen in 
this case. 

The Master of the Rotunda Hospital, Dr. A. H. Davipson, said that 
this was a rare and interesting tumour. The diagnosis of these tumours, 
whether they were benign or malignant, when the abdomen was opened, 
was difficult. He wondered if it would be possible for a pathologist, if a 
specimen was sent him, to find out whether the tumour was, or was not, 
malignant in sufficient time to get the report back to the operator before 
the patient had been on the table too long. The question of ascites was 
very interesting. Professor Schiller said that an ovarian fibroma was the one 
innocent tumour which was associated with ascites, and, therefore, it was not 
necessary to conclude because ascites was found in association with an ovarian 
tumour that the tumour was malignant. Quite recently he had opened the 
abdomen of a patient with a large mass in an ovary. On examination 
this had turned out to be a sarcoma of the ovary. This was a rare type 
of tumour. He supposed that the tumour in the present case was adherent 
when it was removed, but that there were not any apparent secondary 
deposits. 
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The.PRESIDENT said that the clinical history in this case was interesting. 
He had recently seen a somewhat similar tumour which had proved, on 
section, to be a fibroma. The patient, an unmarried girl, aged 20, had first 
been seen by him some years ago in the Rotunda Hospital, and she then 
had a mobile tumour in the pelvis; a diagnosis of a small ovarian cyst 
was made. When the peritoneal cavity was opened the entire small in- 
testine was injected; it was thickened as though by peritonitis, and covered 
by adherent coils of small. intestine. The condition was thought to be 
tuberculous. The tumour, however, grew, and, as it grew, the patient 
developed ascites. She became more and more emaciated and looked like 
a walking skeleton with an enormous abdomen. All this time the diagnosis 
of the case was tuberculous peritonitis. Finally, Dr. Quin decided that 
something must be done. Through the fluid one could feel nodules, which 
were thought to be tuberculous masses. At operation a solid ovarian 
tumour was found filling the entire abdomen. The small intestines were 
completely free from secondary deposits, and the tumour was removed 
with comparative ease after the abdomen had been opened as far as the 
xiphoid cartilage.. It proved on section to be a fibroma. The patient made 
an uninterrupted recovery. She subsequently married and had 4 children. 
The ascites in this case was great, gallons of fluid coming away at a time. 

Dr Spain, in replying, referred to the difficulty of deciding whether these 
tumours were malignant, or otherwise. Not much more than half a pint 
of fluid had been present in his case. He thought Dr. Quin’s case must 
be unique as regards its eventual history. 

Professor O’Farrell, in replying, said that the question of the immediate 
diagnosis of tumours was always a difficult one. In some cases rapid 
diagnosis was comparatively easy, while in others it was very difficult. 
It was absolutely necessary to have good sections, otherwise it was very 
difficult to determine the nature of a tumour. It was possible to make a 
rapid paraffin section and give a diagnosis from that, but this was not very 
satisfactory. It was really necessary to use the frozen technique, and this 
implied the presence of a very expert person in the laboratory to diagnose 
the sections. If there was a technician in the laboratory to cut the tumour 
and then to bring it to someone to make the diagnosis it might be possible 
to send an immediate diagnosis back to the operator, but it would not be 
easy. It was not always possible to get hold of the best part of a tumour 
in a hurry. Was it worth having a technician or technicians in. every 
laboratory in order that these quick diagnoses could be made? He did not 
think it was. If there was sufficient material to necessitate the making of 
such diagnoses every day, then it would be worth while, as very good 
results would be obtained; but when, as at present, such cases were seen 
only every six months, he did not think it was worth while. He felt it was 
better to give the patient the benefit of the doubt and remove any tumour 
which looked malignant. 


Dr. R. M. Corset read notes of a case of 
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BACTERIAL ENDOCARDITIS COMPLICATING PREGNANCY. 


The patient, a young primigravida about 28 weeks pregnant, gave a 
history of rheumatic fever, 11 years previously. Up to the time of her 
marriage, 14 months previous to admission to hospital, she had lived an 
active life with no suggestion of cardiac lesion, and had begun to suffer from 
symptoms suggestive of heart disease only three weeks before admission. 

On admission, she had obvious signs of cardiac failure, irregular pulse 
and a temperature of 100°F to 101°F, usually once in the 24 hours. Ex- 
amination showed regurgitations in the aortic and mitral valves. The 
streptococcus viridans was grown, with difficulty, from the blood. 

The patient’s condition, in spite of treatment, gradually became worse. 
She became rapidly worse three weeks after admission; labour began four 
weeks after her admission to hospital. The child was delivered by the 
forceps; she survived delivery for only 6 days. 

Treatment was rest, digitalis, and sulphonomide, in small doses, 


Discussion. The PRESIDENT said that this was a very clear clinical record 
of a case of a disease which was fortunately rare. He mentioned a some- 
what similar case which he had recently seen. He saw the patient for the 
first time the day after delivery. She then had a temperature of 102°F. 
The case was thought to be one of very severe haemolytic streptococcal 
infection of the uterus. A swab was taken from the uterus and a pure 
culture of streptococcus viridans was grown. The patient eventually’ re- 
covered. He thought that irrespective of pregnancy, the outlook in any 
case of bacterial endocarditis with a positive blood-culture was very bad. 
The percentage of these cases which recovered was very small. 
He noticed that Dr. Corbet’s patient was treated with prontosil. This 
substance was claimed to free the urine from bacteria within three to five 
days, and here was a case of urinary infection developing while the pron- 
tosil was actually being given, and then yielding to mandelic acid. 

Dr. G. C. Dockery said he had seen eight cases of this condition, two 
of them in the Rotunda Hospital. One of the patients refused to stay in 
hospital. The other was treated with prontosil, and before she died her 
nose went quite plum coloured. An embolus came out on to her cheek 
without any pain. From 1 c.c. of her blood over 2000 colonies developed 
on one plate. Her spleen was not enlarged, but she complained of pain in 
her side from time to time. 

Professor W. R. O’FarRRELL said he thought maternity hospitals should 
be very careful about cases of subacute bacterial endocarditis. He had 
seen a case of this condition sent out from a hospital with the suggestion 
that the hospital was acting as a clearing station and was sending the 
patient out to die so as to avoid death taking place in the hospital. 

Dr. J. C. FLoop said he would like to sound a note of warning about 
giving an anaesthetic to a patient who had been given mandelic acid. A 
considerable number of fatalities occurred owing to this being done. It 
was forgotten that mandelic acid was so liable to produce ketosis. He 
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asked if Dr. Corbet had had any experience of intravenous hexamine in 
these cases, especially in cases in which for one reason or another it was not 
desirable to use mandelic acid. He thought that it was practically specific 
in these cases, but, of course, it was necessary to give very large doses. 

The Master of the Rotunda Hospital, Dr. A. H. Davipson, said he 
thought it would probably be wrong to perform Caesarean section in a 
case of septicaemia. Lately in any case which was. difficult from an 
anaesthetic point of view he had used caudal anaesthesia. Novocaine was 
very easy to give, and it produced extremely good anaesthesia. He had 
always had very satisfactory results. 

Dr. Corbet thanked the Academy for the kind manner in which they 
had received his communication and, in reply to the President, he said 
that, when the patient developed pyelitis, she was not on sulphonomide 
as it was before the result of the blood-culture was known. 

He said that McRae described 2 cases and quoted 7 others from the 
literature; all the patients had died either during pregnancy or shortly 
afterwards. In a series of 200 cases of bacterial endocarditis, not occurring 
in pregnancy, 10 recoveries were reported; Lord Horder stated that re- 
covery sometimes occurred. 

Dr. Corbet thanked Dr. Flood for calling his attention to the dangers 
of administering chloroform to a patient who had been treated by mandelic 
acid. Dr. Corbet felt that Dr. O’Farrell’s remarks were very true as he, 
last year, had a patient who he believed died of bacterial endocarditis but, 
as the rise of temperature occurred only in the puerperium, everybody else 
said that she died of puerperal sepsis. 


Dr. EDWARD SOLOMONS read a paper on 
HYSTEROSALPINGOGRAPHY. 


This was based on 103 hysterosalpingographies. A comprehensive 
follow-up has not been made as very little value would be obtained, 
because the injection plays only a small part in the investigation and 
treatment in many of these cases. 

Hysterosalpingography is the first test performed in cases of one child 
sterility, when previous investigation and treatment have been made and 
when a pathological lesion is not present. If a patient be seen for the first 
time dilatation of the cervix and Rubin’s test should be performed under 
general anaesthesia; if the Fallopian tubes are blocked hysterosal- 
pingography can then be performed. After plastic operations on the 
Fallopian tubes it should also be performed before the patient is dis- 
charged from hospital and repeated again in one month’s time. In this 
type of case it has a therapeutic action besides giving information as to 
what has been the result of the operation. The technique which has been 
found to be most satisfactory and convenient was described. 

Ethiodol has given extreme satisfaction, for its advantage over other 
substances is that it is less viscid and very much easier to handle. 
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There are risks, after-effects and contra-indications to hysterosal- 
pingography and care in the selection of cases must be observed. Among 
the contra-indications are menstruation, vaginal discharge, evidence of acute 
or subacute infection of the Fallopian tubes or parametrium, and cancer of 
the vagina, cervix or uterus. 

Two cases developed inflammation of the Fallopian tubes after this 
procedure and both responded well to conservative treatment. 

Radiography of the tubes,. besides being of great diagnostic value, has 
a large field in the treatment of cases of sterility and often brings about a 
cure. Three patients in the writer’s series are known to have become 
pregnant after hysterosalpingraphy had been performed and no other 
treatment employed or other investigation made, 

Dr. BetHEL SoLtomons said that simplicity in the technique of sal- 
pingography was all-important. He believed that vomiting was often due 
to neglect by the patient to follow the directions given not to take a meal 
for some hours before the operation. 

The one case of infection reported by Dr. Edward Solomons after the 
injection of ethidol was interesting. It occurred at her third or fourth 
injection and was in a patient who was sterile after an operation for tubal 
pregnancy, followed by salpingostomy on the remaining tube. Ethidol was 
more satisfactory than any of the other preparations and its use had been 
attended by no mortality and only this one morbid case in a series of 
several thousand cases. 

Dr. F. G. Stewart referring to the question of infection said that he 
had recently been looking up the Year Book of Obstetrics and Gynae- 
cology; he had been very much struck by the number of extracts laying 
stress on the dangers of hysterosalpingography. From the radiological point 
of view one did not hear much about this. Dr. Forrester had said that 
he had never had any trouble following the entry of lipiodol into the 
vascular system as long as she did not give the patient more than 2 c.c. of 
lipiodol. One could make a fair guess that in some of these cases the 
disease would later flare up; but a large number of them would probably 
not be due to the lipiodol. From the uteri he had seen he thought there 
was a gradual progression until the uteri became flagrantly bicerneal, and 
it was very difficult to know where to draw the line. 

The Master of the Rotunda Hospital, Dr. A. H. Davipson, said that he 
had learnt a great deal from this paper, and it made one feel that it was 
well worth while spending the extra time that one had to spend in carrying 
out this procedure. Some time ago he had come to the conclusion that it 
was wrong to use ethiodol. He preferred lipiodol or iodopine. These were 
much more refined than ethiodol. Referring to oil embolism he said that 
he had had one case in the Rotunda Hospital. He had been forcing 
iodopine into the Fallopian tubes of a patient and the patient developed 
an attack of severe dyspnoea, but recovered. He was quite sure that this 
was a case of oil embolism. One had to be reasonably careful or this was 
very liable to occur. He preferred always to use a rubber acorn because 
he did not like using bullet forceps on the cervix. He always used lipiodol 
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as a peritoneal measure in sterility, and had come to the conclusion that it 
did cure certain cases of sterility, when Reuben’s test did not. He had 
recently had two cases cured of sterility, but the patients had afterwards 
died in the course of their confinements. So it would have been better for 
their own sakes if they had been left alone. 

Dr. R. E. TotTeNnuHaM said that as well as being a very valuable clinical 
aid, this procedure was a line of research, and should teach them much 
about the physiology and the pathology of the Fallopian tubes which they 
did not know at present. 

The PRESIDENT said that he also preferred a rubber acorn, and he 
always put the ethiodol into the uterus in association with a manometer 
and took care not to raise the pressure to more than 220 mm. This pressure 
was greatly reduced by the viscosity of the liquid. In cases of isthmial 
spasm, he thought the patients were better left alone. Cures of sterility 
by leaving them alone would be much better than any anastomosing of 
the tubes. The ideal case was one in which the ampullae were blocked. 
In these cases a comparatively large proportion of cures was obtained. 
He had come across a considerable number of cases in which a therapeutic 
Reuben’s test had proved of much value. He asked Dr. Solomons if he 
screened his cases and watched the progress of the lipiodol through the 
Fallopian tubes, and said that this was a fascinating thing to do. 

Dr. Solomons, in replying, referred to ethiodol and ordinary lipiodol, 
and said he did not know if there was any disadvantage in having a crude 
oil as compared with a refined oil in the peritoneum. The oil must be 
very viscid in order to be pushed through the end of the cannula. If there 
was an ampullary block, the prognosis was far better. At first he had 
done screening entirely, but he had now given it up as it took so long 
to do. 





